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A Group Educational Approach to Child Development 
Marianne Kris, M.D. 


This paper, by Dr. Kris of the New York Psychoanalytic Institute, was given at a symposium 
on Child Rearing, January 30, 1948, one of the events marking the One Hundredth Anniver- 
sary of the Community Service Society of New York. 


THE HISTORY OF THE Community Service 
Society of New York covers the transition 
from the field of welfare in the traditional 
sense of charitable interest to the modern 
conception of welfare as assistance in social 
adjustment. This change of scope contains 
an implication: personal help aims at re- 
lieving an actual hardship mainly by eco- 
nomic support, by help in readjustment- 
both economic and psychologic-and by 
creating conditions in which we hope to 
protect the individual so far as possible 
against the recurrence of hardship due to 
external or internal pressures; it implies, 
therefore, a step in prevention. 

In every field in which we, as psychia- 
trists, study human beings, we have made 
and are making similar steps. Our inter- 
est is shifting from therapeutic to prophy- 
lactic techniques. Empirical data and 
theoretical considerations have suggested 
this shift. During the last half century we 
have learned, in our clinical work, to 
understand the importance of earliest 
experiences for the growth of personality; 
in our theoretical considerations we have 
come to think in terms of dynamic and 
genetic connections. Both the therapeutic 
and the theoretical sides are based, largely 
if not exclusively, on Freud’s work. 


The C.S.S. has shared in this develop- 
ment for many years and has helped to lay 
the ground for the co-operation between 
psychoanalysts_and “social workers which 
has not only been n_of mutual benefit to both 
but has supplied a nationwide_pattern. 

“This is all that IT would say about the 
past work of the C.S.S._ I should like to 
speak of the future. I know of no better 
way to pay tribute to the agency’s vitality 
than by suggesting here in merest outline 
and probably in as yet unpracticable form 
some steps that social work or psychiatric 
welfare might find useful in the future. 
My starting point is the fact that in the 
majority of cases _psychiatric social work is 
likely to lead to the point where the con- 
scientious worker or the client (and 
especially the client who profits from the 
agency’s work ) complains that the ee 
with the agency has been established * 
late”; in some instances that this aaa 
has been established too late. 

Let me illustrate this point by some 
examples: 

In the McCallum family the mother and 
father are working, both in clerical jobs. 
There are four children. All the family 
members have become the agency’s clients 
except the father, who cannot be seen 
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regularly because he is too severely handi- 
capped. A number of years ago he had a 
serious accident from which he retained 
some permanent impediment; three years 
ago he developed epileptic attacks which 
have imposed some limitations on his work- 
ing capacity. Shortly before the first epi- 
leptic attack Mrs. McCallum had returned 
to work herself since the living expenses of 
the growing family made it necessary to 
increase the family income. In reality it 
seems that at that time the children already 
had become an emotional liability to her 
and she was attracted by the possibility of 
being absent from home for the major part 
of the day. 

Twelve-year-old Elizabeth shares her 
mother’s problems. She is able and effi- 
cient in the care of her younger siblings 
but shows the effects of the strain this 
identification imposes upon her; she wor- 
ries about her younger brothers and _ par- 
ticipates in her mother’s likes and dislikes 
for them. The worker who treats her finds 
that Elizabeth needs help in order to make 
the transition from being an_ infantile 
matron into being an adolescent. 

Elizabeth’s dislike of Tommy, 9g, the 
sibling next to her in age, is marked. He 
is a ruffian who has joined a gang. All that 
is known about him seems to indicate that 
he is on his way to delinquency; one might 
say he is pre-delinquent. ‘The mother 
expresses great concern, since she feels that 
her oldest boy has slipped away from her. 
Little help can be expected from the 
father, who, especially since the develop- 
ment of his epileptic condition, tends 
either to be over-irritable or to withdraw 
from his family when he returns from work. 
The agency is trying to make plans for 
Tommy’s readjustment by _ establishing 
more favorable social contacts for him after 
school. Little can be said about the prob- 
able success of these attempts. 

The two younger boys pose different 
problems though both are to some extent 
identified with their wayward older 
brother. 

Charles, 7, is not only prone to be a 
firesetter, as Tommy is, and to steal and 
indulge occasionally in spells of truancy, 
but has other and even more disturbing 
behavior patterns: hyperactivity and de- 
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structive impulses, which he seems unable 
to control and which lead him to outbreaks 
of what his mother calls “devilish laugh- 
ter.”” At other times he suddenly gives up 
motility and lies motionless on the floor. 
It seems that he impersonates either 
Tommy or his father. Both impersona- 
tions are unbearable to the mother, who 
frankly admits that she feels so unable to 
cope with Charlie and especially with his 
demands on her attention that she prefers 
her work to her home. Yet Charlie is the 
main object of her concern. 

Matthew, 5, shows many features that 
remind us of Charlie—the arsonic pro- 
clivities of his brothers are alive in him 
and he throws stones at windows in the 
street. He is difficult to control and as 
hyperactive as Charlie, but alternatively he 
sucks his thumb and displays baby man- 
ners. The nursery school he attends found 
that Matthew could not without help 
adjust to a normal school environment and 
insisted that the mother establish contact 
with the agency. 

When she came and discussed Matt’s 
problems and was shown that he could be 
helped, she at once stated that he was not 
the only one in the family in need of 
treatment—to her mind not even the one 
whose need was most urgent. She con- 
sidered Charlie the more severely threat- 
ened child. 

I shall not here enter into a further dis- 
cussion of the McCallum family, which has 
profited considerably from the agency's 
intervention, but I should rather like to 
draw your attention to the inadequacy of 
the referral problem. Only the circum. 
stance that an understanding nursery 
teacher sent Matthew for treatment set the 
ball rolling. As far as the agency is con- 
cerned it will roll for a good many years. 
Had the agency had an opportunity to 
intervene when the family was first exposed 
to a traumatic situation—when, shortly 
after Elizabeth’s birth, the father had his 
severe accident—all subsequent develop- 
ments could have been more easily guided, 
and the effect of the father’s behavior on 
the children and on his wife might have 
been favorably influenced. We can see 
further potentialities in early referral. 
From the history of the case we find that 
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it took Mr. McCallum nine years to decide 
to use appropriate help in relation to one 
of the consequences of his accident, not 
because medical advice was lacking but 
because he was psychologically not pre- 
pared to accept this advice. A psychiatric 
social worker might have been able to 
accelerate the solution of this problem. 


Another Example 

Let me turn to a second and even clearer 
example. When Mrs. Johnson died her 
husband, a workman, was left with two 
children, Peter, 5, and Alice, 24%. We 
know little about the mother but it seems 
that her death, caused by an accident, 
might have occurred in a state of alco- 
holic intoxication. Mr. Johnson took a 
serious view of his responsibilities. He 
wanted to maintain a home for his chil- 
dren and replace the lost maternal atten- 
tion. From the agency’s later experience 
with Mr. Johnson it appears that his inten- 
tions were, at the time, sincere and, with 
appropriate guidance, he might have suc- 
ceeded in living up to his intentions in 
spite of his rather rough approach toward 
the children. But he did not establish 
contact with the agency, and the course of 
the developments in his family can only 
be reconstructed from data collected four 
years later. At that time Peter had sev- 
eral encounters with the law and _ the 
minister of Mr. Johnson’s church advised 
him to approach the agency. 

After the death of his mother, Peter 
apparently showed grief and withdrew into 
himself, while Alice enjoyed the full atten- 
tion and possession of the father. The 
attraction seems to have been mutual. 
All three had to sleep in one room. Alice 
slept in Mrs. Johnson’s bed; she and the 
father became close companions. Peter 
felt excluded. He joined a street gang and 
gradually adjusted to the behavior of the 
older boys. His father reacted with 
severity, criticism, and continued scolding. 
The boy reinforced his rebellious wayward- 
ness. He soon was adept in throwing 
stones, breaking windows, and_ stealing, 
thus proving his virile adequacy in terms 
of the gang’s ideal. But unlike other 
members of the gang, he managed to 
expose himself both to physical dangers 
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and to the dangers of getting caught; we 
may suspect that the identification with his 
mother was here at work. 

Peter has profited greatly by the treat- 
ment the agency offered. ‘The dramatic 
story of the battle of good and evil in him 
need not be told here; it is one of the 
cases in which the therapeutic skill and 
devotion of a psychiatric social worker 
have saved a child. One aspect of this 
case deserves our attention. If contact with 
the agency had been established immedi- 
ately after Mrs. Johnson’s death or even 
earlier, not only would Peter have been 
able to avoid his delinquent career but 
Alice also could have been protected. Now, 
at 11, she is in a boarding school. Reports 
from the school indicate that she has 
developed into a sexually endangered pre- 
adolescent, undoubtedly a consequence of 
the early stimulation of her sexual fantasies 
through the closeness to her well-inten- 
tioned father—to whose love she was 
exposed without the protection of a mother 
figure. 

The social worker also gave guiding help 
to Mr. Johnson during her treatment of 
Peter and the father showed much co-op- 
eration and developed much understand- 
ing for the boy’s needs and the implications 
of the triangular situation existing after 
the mother’s death. We are justified in 
assuming that guidance at that time might 
have helped him avoid many mistakes and 
their consequences and possibly have facili-” 
tated his own readjustment. The closeness 
to Alice seems to have prevented him from 
marrying again and from finding a wife 
for himself and a mother for his children. 

These are the types of cases where the 
help psychiatric social work is able to give 
came late and possibly too late. 


A More Positive Example 

Let me turn now to a positive example— 
a case where the agency’s intervention came 
just in time, though it seemed at first as if 
the agency were once more faced with a 
“too late” situation. 

Agatha, aged 19, was sent to the agency 
by the court. She had been picked up in 
a home of prostitution on the day that 
she had reluctantly joined it. 
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The pretty and intelligent girl told a 
story that sounded fantastic but proved 
to be literally true. She was married and 
was pregnant, and had done what she did 
in order to obtain money for an abortion. 
Her husband was a college student who 
had kept his marriage a secret from his 
family, mainly from his mother, who con- 
trolled him psychologically fully and sup- 
ported him economically only partly. 

The situation seemed oddly complicated 
until its psychological dynamics became 
apparent in Agatha’s treatment. Her 
mother had died when Agatha was g. The 
father had placed her in various foster 
homes and institutions. At 15 she left the 
last of these placements on her own deci- 
sion, started to work and to attend high 
school courses at night. She then lived 
with friends and her life seemed on an 
even keel. Three years later her father 
remarried. Agatha suddenly felt the urge 
to live with him and his wife. She 
intruded into their home and found a series 
of disappointments. Her father demanded 
most of what she earned but pursued her 
with unceasing criticism; he described her 
as a failure in every respect, until she 
could no longer bear the impact of his 
nagging. She left her father’s home, half 
determined, if I may so express it, “to make 
bad,” to become the failure he saw in her. 

As a first step in this career of debauch- 
ery, she entered into a sexual relationship 
with John, a school friend, with whom she 
had been going steadily. As a next step 
she managed to get pregnant. John at 
once consented to marry her, but after their 
marriage could not bring himself to inform 
his family or to accept the role of becoming 
a father. At this point Agatha became 
desperate, and with great reluctance let 
herself be induced to enter the house of 
prostitution from which she was fortun- 
ately rescued in time. 

The social worker who saw Agatha was 
soon in a position to uncover the motiva- 
tion for her unusual career: she was 
engaged in a bout of vengeful rebellion 
directed against her father and displaced 
onto her husband. When she had been 
made aware of this, and her unconscious 
tendency to aggression against the male 
had in part been worked through, the 
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agency then could intensify its contact with 
John, which had been established previ- 
ously. He was assisted in his attempts to 
stand up against the mother’s domination. 
Both Agatha and John were soon ready 
to look forward to living together with 
their own child. This result was partly 
achieved by additional clarification of their 
economic situation. When John was 
helped to understand that his life with 
Agatha and the child would not neces- 
sarily interfere with his studies and plans 
for his later career, he became determined 
and even enthusiastic about achieving it. 

Reports of their life which reached the 
agency almost encourage us to say “‘and so 
they lived happily ever after.” Or, let us 
say with some circumspection that these 
reports encourage the hope that John and 
Agatha will be ready to bring their later 
difficulties to the agency before it is “too 
late.” 


Types of Crucial Experiences 

Let us survey these examples. In the 
first two cases we raised the question of 
how soon the agency’s contact with the 
client could have started. That question 
was answered by the third example; the 
contact should have started before the birth 
of the child. This is in full agreement 
with some of the clinical findings of psy- 
chiatry which, during the last two decades, 
have gained in precision, incomplete and 
fragmentary as they still are. We have 
learned a good deal more about the types 
and phases of crucial experiences in the 
child’s life, and have extended our knowl- 
edge to the toddler and to the infant. The 
various contributions of Anna Freud to 
our knowledge of early child development 
are the kind of data that I have in mind. 
Her reports of systematic observation in 
Vienna over several years preceding the 
war, and, during the war, in the Hamp- 
stead Nurseries in London,' have not only 
added here and there to our knowledge. 
They have linked the impressions of the 
clinical work of the psychoanalyst con- 
cerning the childhood experiences of his 


1Anna Freud and Dorothy T. Burlingham, Jn- 
fants Without Families, The Case For and Against 
Residential Nurseries, International Universities 
Press, New York, 1944. 
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adult patients to direct observations of 
children. We know now better than 
before how the event—which in retrospect 
appears important or traumatic—looks to 
those who observe the child while it is 
taking place. 

The studies of Anna Freud and Dorothy 
Burlingham ? and those of a large num- 
ber of other workers have also suggested 
how artificial it is at any point in the 
child’s early history to draw a sharp divi- 
sion between child and mother. The 
studies of Ribble,* Spitz,* and Fries ® have, 
partly under experimental conditions, 
elaborated on this point and demonstrated 
that, even in the earliest phases of the 
infant’s development, physical contact is of 
decisive importance. It not only reaches 
into the first days of the child’s existence— 
as particularly Dr. Middlemore * has shown 
—but is dependent on the mother’s experi- 
ence during birth and pregnancy. May I 
here remind you of the work of Phyllis 
Greenacre* on the influence which the 
process of birth has, and that of Helene 
Deutsch § on the relation between the fan- 
tasies of pregnant women and their atti- 
tude to the newborn. 

Some of this knowledge is being widely 
used and is finding its way to the general 
public, partly through books and pamph- 
lets and lectures on mental health and 
related subjects, partly through clinics and 
hospitals, where the training of some of 


2 Ibid. 

3 Margaret 
Relation to Personality Development,” 
and Behavior Disorders, |. McV. Hunt, ed., 
Ronald Press, New York, 1944. 

4René A. Spitz, “Hospitalism. An Inquiry into 
the Genesis of Psychiatric Conditions in Early 
Childhood,” The Psychoanalytic Study of the Child, 
Vol. I, International Universities Press, New York, 
1945, P- 53- 

5 Margaret E. Fries, “The Child’s Ego Develop- 
ment and the Training of Adults in His Environ- 


A. Ribble, “Infantile Experience in 
Personality 
Vol. II, 


ment,” The Psychoanalytic Study of the Child, Vol. 
mu, ——— Universities Press, New York, 
1947, p. 8 


 Mereli 'P. Middlemore, The Nursing Couple, 
London, 1944. 

7 Phyllis Greenacre, “The Biological Economy of 
Birth,” The Psychoanalytic Study of the Child, Vol. 
I, International Universities Press, New York, Vol. I, 
1945, Pp. 

Ko A hg Deutsch, The Psychology of Women, 
Vols. I & II, Grune and Stratton, New York, 1944, 
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the younger medical and nursing personnel 
has brought them an understanding of 
these probiems. I should not like to mini- 
mize these eflorts, but I do believe that 
the lack of trained specialists has been an 
impediment to any large-scale program, 
and that the use of printed material is not 
the most effective means for communicat- 
ing knowledge of the type involved to large 
numbers of men and women. 


A Group Educational Approach 


The following suggestions aim at filling 
this gap, in establishing a person-to-person 
contact between the parents and the agency 
before the birth of the child. The agency 
should act as a channel through which 
our current socio-psychological knowledge 
reaches the family. Our first step, how- 
ever, must naturally be a modest one; we 
must refine the methods of our psycho- 
logical family counseling services. 

In speaking of face-to-face contact, I am 
not thinking of the relation between an 
individual worker and an individual client. 
I definitely envisage group contacts, which 
will be more impressive to the participants 
because they permit the discussion of a 
greater variety of situations. In addition, 
parents are likely at first to gain an under- 
standing more easily in discussing prob- 
lems related to their own but with which 
they are not directly involved emotionally 
than in the discussion of problems that 
concern themselves and their families. 
Moreover, the shortage of personnel would 
in itself suggest the use of group work for 
reasons of economy of time. 

Much attention has to be given to the 
selection of participants of such groups. 
My inclination to aim at the greatest pos- 
sible homogeneity needs hardly to be justi- 
fied. Homogeneity should be considered 
in terms of socio-economic and educational 
status; if possible, the group should con- 
sist of members of one close community. 

Justification will be required, however, 
as far as one other point is concerned. | 
{cel that groups should, whenever possible, 
include fathers. While it may not in prac- 
tice be easy to achieve the regular attend- 
ance of fathers, I think they should be 
included. At any step in our counseling, 
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the whole family group is concerned and 


even during the pregnancy the attitude of 


the future parents is or rather should be 


related to cach other. The pregnancy pre- 
sents not only the wife but also the hus- 
band with a set of emotional problems. 
During the development of the child the 
father’s role becomes increasingly impor- 
tant. His influence is not only desirable but 
essential, at least during certain phases of 
the child’s development. A special prob. 
lem that we frequently meet concerns the 
inconsistency of the parents’ educational 
attitudes. While they ought to supple- 
ment each other, the danger that they may 
contradict each other is considerable. This 
may well be avoided by early guidance. 

The selection of the groups deserves 
much careful attention since I do not envis- 
age them as linked to the prenatal period 
only. I should like to consider this parent 
counseling service as one that extends 
throughout childhood into the time when 
the child has passed adolescence. 

I should suggest that we initially select 
two or three mothers pregnant for the 
first time and their husbands; after the 
delivery of the children we may add to 
this same group some mothers in an ad- 
vanced state of pregnancy, and after their 
delivery another few. Proceeding in this 
way, we shall gradually reach what we may 
find to be the most suitable size of a group; 
I am inclined to think in terms of ten to 
twenty families. 

This method of group selection permits 
the members of the group to discuss their 
experiences with each other. It offers to 
new members the additional advantage of 
learning ahead of time about problems 
with which they are likely to be faced some 
time later. If we succeed in keeping the 
group together, the increment in problems 
would take the group through all the vicis- 
situdes of parenthood and child rearing 
and all problems of intra-familial relations. 
The frequency of the meeting or of partici- 
pation in meetings would be to some extent 
dependent on the age of the children in the 
family; parents of children of latency age 
or of adolescents will less frequently feel 
the need for contact than those of infants, 
toddlers, or small children. The nature 
of the contact between the group and its 
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leaders is not thought of as a therapeutic 
one We are not dealing with problems of 
group therapy, since we are not dealing 
with pathology. The aspect of group guid- 
ance seems more appropriate. 


Developing Procedures 

We know from experience that there 
will be participants who will require more 
than guidance; their treatment can then be 
entrusted to the individual therapy of psy- 
chiatrists, to treatment by psychiatric social 
workers, or to work in special therapeutic 
groups. I envisage that what might begin 
on the smallest possible scale for our own 
education—as procedure to establish pro- 
cedures—should later rapidly spread and 
become an institution of community life. 

The institution of the family doctor was 
once a new one and was introduced when 
medicine had something to offer; the insti- 
tution of the family guidance worker 
should be introduced at a time when psy- 
chology has new insights to offer which can 
be communicated to people at large. At 
our stage of social organization, however, 
not the private practitioner in this field, 
but rather the representative of a social 
agency, may introduce this new specialty. 
Moreover, in the field of medical care, in- 
stitutions have taken on similar functions. 
Pregnant women are accustomed to some 
extent to visiting prenatal clinics; babies 
are seen regularly at many well-baby insti- 
tutions. All we here suggest is to supple- 
ment the physical care by the psychological 
care, or, in other words, supplement one 
field of preventive therapy by another. In 
this new field, however, we aim not at 
temporary but at permanent contact. Our 
aim is not to give help during a period of 
danger or hardship but to provide a guid- 
ance service meant to maintain healthy 
family life. Hence, the particular role that 
I see here for family agencies and for social 
casework. The existing hospital organiza- 
tions devoted to prenatal care may well be 
called upon to co-operate with the agencies. 

At this point my suggestions require a 
wider framework—we trespass upon the 
field of community planning. We can, 
however, see such a plan already in action 
in the Rochester Child Health Project of 
the Mayo Clinic in Minnesota or in the 
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project initiated several years ago by Mar- 
garet E. Fries ® which pursued similar goals. 


Professional Specialization 


One of the crucial problems that con- 
front us in our plan is that of personnel: 
Who is to be the representative of this new 
specialty—the family doctor, the family 
psychologist, or the family guidance 
worker? 

The question of personnel was the one 
that led me to present this problem at the 
centenary of a social service agency whose 
history has covered the whole development 
of social and psychological welfare. In the 
setup of an institution of this kind, con- 
ditions seem to exist which promise to ap- 
proach the problem of training of special- 
ists with a minimum of effort, or at least, 
with less effort than any other comparable 
setup. Moreover, from my experience as 
a psychiatric consultant of this agency I 
am impressed with the agency’s growing 
concern with the role that the child, par- 
ticularly the disturbed child, plays in the 
family. The project that I have tried to 
outline fits into this framework, since it 
aims at preventing some of the typical and 
most frequent disturbances in the child’s 
development, at a stage before they affect 
the family as a whole. An _ intimate 
knowledge, a day-to-day familiarity with 
this setup, is therefore a prerequisite for 
any worker who may act as group leader in 
this field. Hence the psychological guid- 
ance worker should be one fully trained in 
psychiatric casework in a family agency. 
But his training cannot stop at this point. 
Social work, like any other field, cannot 
avoid the progress from work in a general 
field of experience to other more specialized 
areas, cannot avoid the participation in the 
differentiation of skills and techniques that 
characierize the development of profes- 
sional work in modern society. 

The training in child development 
which I have in mind naturally should not 
only embrace a thorough familiarity with 
problems of maturation and development 
of the child but should relate these data 
to the dynamics of the child’s psychological 

® “Importance of Continuous Collaboration of All 


Agencies in Dynamic Handling of the Child,” The 
Nervous Child, July, 1944, p. 258. 
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life history; it will therefore be necessary 
not to draw too sharp a line between child 
psychiatry and child psychology. In these 
areas, however, theoretical knowledge is 
particularly empty. A good and most 
natural training is motherhood. But it 
would not be fair to expect that every 
worker in this field will have had this expe- 
rience. Nor will the experience of mother- 
hood, however desirable, suffice in itself. I 
believe, therefore, in the necessity of prac- 
tical work, if possible both in institutions 
and families. In working out detailed 
plans, it will not be enough to provide 
facilities for field work in nursery schools 
only; I should like to stress the necessity 
that the workers’ training should compre- 
hend practical experience with every essen- 
tial phase in the child’s development. 

Briefly, what I here suggest for those who 
wish to specialize is a detailed and compre- 
hensive program of theoretical courses and 
field work in child development and child 
care, not to replace the training of the psy- 
chiatric social worker in a family agency 
but to supplement it. 

All our knowledge concerning the psy- 
chological dynamics of the child indicates 
to what extent the growing up of the child 
is dependent on the adults in his environ- 
ment. In our theoretical presentations, 
when we speak of “the love object,” we 
mean the mother and the father, when we 
speak of identifications, we refer again to 
the daily contact between child and parents, 
when we speak of frustration and gratifica- 
tion in the child’s life, we refer to the rela- 
tions between members of a family—their 
mutual dependency, their irritations with 
each other, and the infinite number of 
vicissitudes that the course of the day 
brings about for mother, father, and child. 
To put it concretely, in studying an indi- 
vidual child we find that we frequently 
cannot come to an understanding of the 
type of behavior displayed by the child 
without a very detailed acquaintance with 
his parents. The child borrows from his 
parents the types of defenses he will use, 
sometimes before other manifestations of 
identifications strike us. 

The child’s denial of danger, for instance, 
may reproduce the mother’s denial, or his 
over-excitement and aggressiveness that of 
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one of his parents. By the same token the 
child’s sublimations are frequently directly 
dependent on the parents’ capacity to sub- 
limate. The observer who knows the child 
only does not even know the child. 

The main reason, however, in recom- 
mending the family caseworker for the 
position I envisage, lies in the technique 
of guidance that I have in mind. It is not 
one that approaches the child directly. The 
child does not appear on the stage. What 
is attempted is to influence the child 
through the parents. The child will, in 
fact, appear only on a screen, as it were, 
in the parents’ report. While this type 
of relationship tends to become anonymous 
or abstract, this anonymity might be re- 
duced through the relationship of the 
agency to the family. Ideally speaking, I 
should envisage a condition in which the 
group leader is at the same time, as a social 
worker, acquainted with the families she 
has assembled for guidance; she may have 
visited their homes and is aware of the 
particular problems of each family group. 

While the project here developed seems 
at first to impose an additional burden on 
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the agency’s work, I feel that in terms of 
long-range perspectives the procedure may 
prove not only more efficient but also more 
economical than those procedures followed 
up to now. Two types of economies are 
likely to become apparent, one earlier and 
one in due course. First, through the 
group discussions some problems may be 
eliminated which workers would otherwise 
have to discuss with each client individ- 
ually. Second, the preventive effect would, 
we hope, lead to improved conditions of 
family life, so that some families that might 
otherwise become later dependent on the 
agency’s help might never appear as clients 
in need of therapy or support in crisis. 
While I am not inclined to believe that 
such favorable results would occur soon, 
I feel that even during the experimental 
stages the type of project I have outlined 
would be of value; it would sharpen our 
understanding of the psychological prob- 
lems of family life and supply further data 
of observation in a field in which our 
knowledge, however rapidly growing, is 
still far too limited. 


Placement of Adolescents in a Foster Care Agency 
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Tue Boys’ Restwence of the Children’s 
Aid Society in New York City was devel- 
oped in an effort to provide more adequate 
care for adolescents. This paper attempts 
to describe the thinking that led to the 
establishment of a small group service 
within a foster home department, the need 
it was designed to meet, and the practices 
that were followed. The service was 
operated successfully for a demonstration 
period and was discontinued for purely 
administrative reasons. Our experience in 
this project confirms the validity of small- 
group living for adolescents and suggests 
a way for their care within the framework 
of a placement agency. As a_ current 
development in child care, we feel it merits 
reporting. 


* 


The foster home has been generally 
accepted as the best method of caring for 
most neglected and dependent children 
who cannot find a satisfactory home life 
with their own families or with suitable 
relatives. The question is being raised, 
however, as to whether foster home care is 
actually the best type of care for adoles- 
cents. Certainly, there are many reasons 
for boarding-home failures among_ this 
group. Referring agencies have placed 
pressure on the placement agencies, expect- 
ing the boarding-home experience to pre- 
vent delinquency and to serve as a total 
solution for large numbers and many kinds 
of children needing both physical care and 
personality treatment. The many failures 
are due chiefly to the failure of placement 
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agencies to adapt their services to what is 
known about the growth processes of the 
individual and the common characteristics 
of the various age levels. These agencies 
have failed to recognize the essentials of 
the adolescent’s emotional needs and the 
factors he is able to use constructively in 
the placement experience. Adolescence 
itself sets up certain definite limitations in 
the use of placement, and the agency that 
really wants to provide a positive growth 
experience must work not against these 
limitations but within them. 


Understanding what occurs to the ado- 
lescent in the inter-family dynamics is of 
paramount importance in planning for 
care away from his own home, as well as 
within his own family. Donaldine Dudley 
points out clearly that “The major prob- 
lems of adolescence are to loosen the emo- 
tional ties of the family, to become self- 
supporting, to develop a heterosexual atti- 
tude, and to form a definite policy toward 
life.” 1 This crucial period is usually accom- 
panied by parent-child conflict in varying 
degrees. ‘The adolescent’s demand for 
self-assertion is in conflict with the par- 
ent’s need and demand for dutifulness and 
submission. Adolescence is a process that 
calls for the establishing of new patterns 
of relationship within the family, a reori- 
entation of the parent-child relationship 
on a new and more independent basis. 

It is understandable why the adolescent 
needing care does not usually want sub- 
stitute parents in a foster home. His 
direction is away from the family and the 
demands that a family must make on every 
member within its constellation. It must 
be remembered that foster parents have 
definite and specific needs that must be 
met through placement if the experience is 
to be constructive and satisfying to them. 
Dorothy Hutchinson, in discussing the 
underlying motivation of foster parents, 
states, “In the case of foster parents the 
function of child placement is the instru- 
ment by which their wish for parenthood 
may be gratified partially, fully, or not at 
eae The wish for a child so often 


1Donaldine Dudley, “Casework Treatment of 
Cultural Factors in Adolescent Problems,” THE 
Famity, December, 1939, p. 243. 
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reflects the desire to love or be loved.” ? 
A large group of adolescents cannot satisfy 
this need of the foster parent. Foster home 
placement for these children meets neither 
their needs nor the needs of the substitute 
parents. 


Small Residence Groups 


The idea of a residence or small-group 
setting for the care of adolescents is not 
entirely new. Dr. H. S. Lippman said, 
“Experience has demonstrated that ado- 
lescents prefer group life. Many are faced 
with the alternative of getting along well 
in some place other than their own home, 
or being committed to an institution for 
delinquents. So we have been occupied 
with the task of finding a form of residence 
that will lessen the aggression of the dif_i- 
cult adolescent and get him to accept disci- 
pline and responsibility, without subject- 
ing him to more confirmed delinquents or 
giving him the feeling that we regard him 
as a failure.” The Community Service 
Society of New York, in January, 1943, 
established a residence known as Boys’ 
House. The focus of this program was on 
diagnosis and planning, with an oppor- 
tunity to experiment in using the group 
for treatment as a supplement to case- 
work. Other efforts in New York City 
have been tried for older, unattached ado- 
lescent girls, but they present different prob- 
lems from those of the children with whom 
we work in the child placement agency. 
In the Middle and Far West, too, a type of 
resident care has been developed for chil- 
dren with severe emotional and behavior 
difficulties, with the emphasis on diagnosis 
and treatment in a conditioned group 
setting. 

In our agency, it was found that foster 
homes were not meeting the needs of a 
group of boys between the ages of 15 and 
17 years. A study of the first fifteen 
boys accepted for the residence estab- 
lished as an experiment revealed that 
each one had at least one parent who 


2 Dorothy Hutchinson, In Quest of Foster Parents, 
Columbia University Press, New York, 1943, pp- 


* eae Trends in Child Placement,” The 
Family, February, 1941, p. 325 ; 
4 Martin Gula, “Boys’ House,” Mental Hygiene, 


July, 1944, p. 430. 
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was living and with whom he _ had 
some degree of contact. The boys had 
been under the care of the agency an 
average of 4.9 years, the range of time 
extending from 2.3 years to 10.8 years. 
With the exception of two boys, who had 
been adjudged “delinquent due to neg- 
lect,” they had been committed to the care 
of the agency as neglected and dependent 
children. Their behavior patterns were 
those of normal adolescents with a strong 
emphasis on reactive behavior patterns. 
Diagnostically, they did not present pri- 
mary behavior disorders or severe neurotic 
patterns. Intellectually, the range in the 
group was from an I. Q. of 72 to 110, with 
the norm at 91. In each history we found 
an early interruption in their family rela- 
tionships, experiences of a punishing and 
rejecting nature with the primary parent 
person, and real mistrust of the adult world. 
Each boy had had from three to six foster 
home placements from the time of com- 
mitment to our care. These children were 
unable to form the satisfying kind of rela- 
tionship that is part of the need of the 
majority of foster parents. They were 
unable to return love to foster parents or 
to show “appreciation” for the care 
received. Usually they were in_ revolt 
against any form of adult control. 

Congregate institutional care would not 
meet the needs of these children. The 
institution, at best, offers an abnormal 
situation for the child. It is opposed to 
any kind of individualism. For many 
children it carries a connotation of failure 
and punishment. These relatively normal 
adolescents, for whom we were called upon 
to plan, needed, more than anything else, 
the experience of growing up in a normal 
community with its varied contacts and 
experience and to be encouraged by 
understanding adults to achieve a sense of 
independence and_ individuality. The 
institution by the very nature of its struc- 
ture cannot do this. 


Characteristics of the Group 


As a foster home agency, we found our- 
selves with a group of neglected and 
dependent adolescents who could not 
return to their own homes; who, after sev- 
eral attempts, demonstrated their inability 
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to use foster home placement, chiefly 
because of the experiences in their early 
relationships; and who needed a different 
kind of environment and experience from 
that which an institution could provide. 

The following sketches of the early 
history of two of these adolescents illus- 
trate the type of child for whom a different 
kind of care was needed. 


Sam, 15, was the seventh child in a family of 
eight, born in the rural South. The father died 
when Sam was one year old, and the mother died 
when he was 4. During the lifetime of the mother, 
there was a history of severe deprivation. After 
the mother’s death, Sam lived with one relative, 
then another. At no time did he spend more than 
a year with anyone. When he came to the atten- 
tion of the agency, Sam had been brought to New 
York City by still another relative with whom he 
suffered both emotional and physical deprivation. 
He was adjudged neglected and referred for place- 
ment. Sam scored 98 on intelligence tests, was 
enuretic, showed difficulties in relationships with 
adults, was withdrawn and _ reactively depressed. 
After three efforts in placement, he refused to con- 
sider another foster home. 


Harry, 16, was the second in line of six children. 
His mother died when he was g and his father 
remarried a year later. During most of the time 
immediately prior to the death of his natural 
mother, because of her chronic illness Harry and 
the other children were “farmed out” to various 
relatives, whose homes, according to the step- 
mother, were a “combination of gambling joints 
and brothels.” The children were badly neglected 
and the adults “led loose lives.” Life for Harry 
after his father’s remarriage was little better. The 
stepmother was a rigid, moralistic person, almost 
sadistic in her treatment of the children. Harry 
scored an I. Q. of g6, presented no behavior 
problems, but expressed 2 strong drive for inde- 
pendence of all adults. He denied any need for 
the kind of relationship required in a foster home. 
He did excellent work in high school, participated 
in community activities, and was able to hold 
after-school employment successfully. 


Lacking wholesome identification with 
parent figures during the formative period 
of their lives, these boys found it difficult 
to accept substitute parents. Emotionally, 
they were unable to make a satisfying 
response to foster parents. They revolted 
against an environment which to them 
was unyielding and controlling, and they 
were afraid to trust a close relationship 
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with substitute parents because their own 
parents had failed them. 

Confronted with providing adequate 
care for this group of boys, and recogniz- 
ing the limitations of foster homes and 
institutional care, we decided to set up a 
small residence for twelve boys of similar 
social and religious groupings. The resi- 
dence was designed as a place where the 
boy would not be called upon to form a 
close parental relationship; where he would 
not be exposed to the more confirmed 
delinquent or given the feeling that he was 
regarded as a failure; where the climate 
of the setting would be warm, friendly, and 
full of understanding; where the boy could 
be supported as he worked through the 
problems that had accrued as the result of 
his previous experiences; where he could 
be helped to move toward the independ- 
ence of adulthood by carrying, within the 
limits of his capacity, adult responsibilities 
and privileges. We did not try to set up 
a family or to make the residence “just 
like home.” 


Staff and Program 

Of paramount importance in establish- 
ing this new service was the creation of a 
structure suited to the needs of the boys. 
Staff and program were our first considera- 
tion. It was agreed that the project should 
be under the supervision of an experi- 
enced caseworker. It seemed essential for 
the director to be a mature person, one 
who would not be upset if the boys could 
offer little affectional response; who could 
use authority without a spirit of revenge; 
who could be firm when the occasion 
required yet be able to overlook minor 
infractions; who had a sense of humor and 
could identify with the interests and activi- 
ties of the boys; and who would not be 
threatened by aggression, rejection, or 
failure. He should above all recognize 
the importance of being eminently fair, 
honest, and consistent in his treatment. 
The director of any service, through his 
personality as much if not more than 
through administrative procedures and con- 
trols, sets the tone and climate of the 
service. It is important, then, that in a set- 
ting for adolescents, he be emotionally and 
professionally mature. 
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The other staff in the residence—a chef, 
a housekeeper, and a part-time group 
worker—though not all professionally 
trained, were selected for their competence 
for their particular job assignment, as well 
as for evidence of their willingness to learn 
something of the processes the child experi- 
ences in such a setting. All of the per- 
sonnel should be able to understand the 
individual boy in the terms he pretty well 
defines himself, and to accept the changes 
that occur from day to day in the boy’s 
definition of those terms. At one time 
they may find that he wants to be a little 
boy ministered to by a warm, indulgent 
mother. Again, he may need to proclaim 
his complete independence and _ finished 
manhood. All the adults in a residence are 
involved in the treatment of the individual 
boy. The quality and the extent of that 
treatment depend on the degree of their 
understanding and insight. 

Weekly conferences and staff meetings 
for the purpose of discussing the individual 
boy and the group were found to be help- 
ful. Focus was centered, in these meet- 
ings, on the dynamics of the growth process 
and on an awareness of the dynamics of 
the intra-group movement. The casework 
function of the agency provided for a con- 
tinuous relationship between the case- 
worker and the boy throughout his stay 
in the residence in order to help him make 
the fullest use of the service. The director 
and the boy’s caseworker shared informa- 
tion and discussed treatment plans, and 
defined the place of casework treatment 
and group treatment in the total scheme. 
We found from our brief experience in the 
residence that the director, although a case- 
worker, could not assume the role of case- 
worker for any boy in the group. Because 
of the administrative character of a direc- 
tor’s role, it cannot also encompass the 
requisite personal relationship basic to 
casework. 

One of the psychiatrists of the Foster 
Home Department staff was assigned to the 
residence. He participated in the intake 
considerations, acted as consultant with 
the director and staff, led group discussions 
with the boys, and, when needed, under- 
took direct therapy with a boy. 
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A residence program should be geared 
to meet the individual needs of the indi- 
vidual adolescent, and must be a changing, 
dynamic one, sensitive to the new factors 
that enter from day to day. There must, 
of course, be regulations set up to simplify 
the process of living and to leave the 
energies of staff and boys free from the 
trivial things and free for others. ‘The test 
of the rule or regulation is whether it 
increases an opportunity for growth and 
whether its enforcement is in terms of this 
value. 

Smoking, going out at night, and the 
‘hour of return are all related to the basic 
concept of regulations. Charles, 16, asks 
permission to go out and his request is 
discussed with the director. Together they 
decide what time Charles should return, 
depending on where Charles wishes to go, 
what he plans to do, and what seems rea- 
sonable to him and the director as an hour 
of return. While there is a general accept- 
ance that “late hours” are taboo, frequency 
of going out and hour of return are indi- 
vidually determined with each boy. Dur- 
ing a period of six months only two boys 
were more than a half hour late, and one 
stayed out all night. Petty regimentation 
should give way to a broad concept of 
individual and group conformity. 

Community contacts were emphasized 
and encouraged. The boys went to aca- 
demic and vocational high schools—the 
choice depending on their individual inter- 
est and need. They participated in the 
extra-curricular activities of the school aad 
engaged in athletics in the school or in 
neighborhood centers. They went to the 
movies, skating rinks, and beaches of their 
own choice and within their means, usually 
without direct supervision. Attendance at 
church and Sunday School was encouraged 
but not insisted upon. They went to 
churches of their choice based on standards 
of selection common to most adolescents. 

In the activities of the boys at the resi- 
dence, limits were placed only where the 
boys tended to hurt others or themselves. 
No pressure was exerted on the boys’ use 
of time beyond the minimum require- 
ments of meals, school, and related activi- 
ties. A boy could seek out the adults or 
members of the group, or he could avoid 
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both if he desired. Believing that the 
child in a well-regulated household gains 
maturity by helping to fulfil particular 
obligations, we gave each boy an assign- 
ment in keeping the residence clean and in 
order. The schedule was changed monthly 
and, as far as possible, we avoided giving a 
boy an assignment he strongly disliked. 
Guidance was offered in the use and value 
of money by sharing with the boys the 
budgetary and administrative machinery of 
the residence, and by working with each 
boy on his own yearly clothing budget. A 
large number of boys had _ after-school 
employment. From their earnings, they 
frequently assumed responsibility for their 
school expenses, haircuts, or incidentals 
that their agency budget would not allow. 
Boys who were not ready to work or who, 
because of school commitments, were not 
able to work received a weekly allowance 
for their personal use. This allowance was 
not related to behavior, work assignments, 
or anything except the boy’s right to have 
money while he was dependent, and our 
obligation to teach the value and use of 
money. 


Case Illustration 

The case material that follows illustrates 
the kind of placement problems a foster 
home agency must meet in the care of 
adolescents. This boy indicated his 
inability to establish a relationship with 
substitute parents on a libidinal basis. He 
was not able to give a satisfying emotional 
response or to form new parental identi- 
fications. He presented himself at times 
as an adult and at other times as a child. 
Every part of our program was designed 
to use his assets and strengths in a creative 
and constructive way. 


James, born June 12, 1930, was committed to our 
care in the early part of 1942. He had been 
adjudged delinquent by the court after breaking a 
plate glass window with his “BB” gun. James was 
two years younger than his sister, the only other 
sibling. The family had come from West Vir- 
ginia when the boy was 3. The father and mother 
separated at that time and the boy had not seen 
his father since then. The mother remarried and, 
at the time we took James, she, the stepfather, 
and her children were living together. Physically, 
the home was better than average. The mother, 
an intelligent, attractive woman seemed very fond 
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of her children, overly protective of them, and 
concerned about their behavior. On the surface, 
the behavior James was showing was manifest only 
outside the home. In school, he was aggressive, 
domineering, a chronic truant, and given to petty 
stealing. Further study revealed that this boy was 
overwhelmed by the emotional conflicts in the 
family. The relationship between the mother and 
stepfather was an unhappy one. There was con- 
siderable antagonism directed toward the step- 
father by the mother because of his total irre- 
sponsibility, laziness, and refusal to support even 
her. Further study revealed that James was 
rejected by the mother, that the daughter was the 
preferred child, and that the mother was unable 
to accept James other than as a baby. As a result, 
she had completely infantalized him and yet was 
unable to accept the infantile behavior and _ re- 
sponses this 12-year-old boy showed in his home. 

From March, 1942, until July, 1943. James was 
placed at the agency’s study home and pre-place- 
ment institution for neglected and dependent chil- 
dren. This placement was not satisfactory. The 
mother encouraged James to live a life of fantasy 
about his own home. His attitude was that of a 
superior, privileged boy in an exclusive boarding 
school. The staff described him as always “in 
their hair,” “argumentative,” seeking special privi- 
lege and attention, and a general nuisance. He 
whined, cried, and was a chronic complainer. 

It was evident that James himself could not use 
a foster home because of his tie to his mother. 
We knew, too, that the mother would not accept 
foster home placement which she resisted because 
of her own need to cling to her “baby.” Finally, in 
July, 1943, he was returned to his own home, 
under our supervision. 

In November, 1944, James was again before the 
court for stealing a bundle of newspapers at 4 
o'clock in the morning. With the hope that we 
could help this boy and his mother accept a foster 
home, we accepted him for placement in our 
temporary study home. After careful preparation 
for placement and several unsuccessful attempts, 
we found that we had a boy who could not remain 
in his own home, who could not use a foster home, 
and who did not need a congregate institutional 
placement, the only other kind available for him. It 
was doubtful whether the mother was ready to use 
help with the boy remaining in the home. Our 
treatment focus was on helping James take on 
positive goals and constructive planning rather than 
reacting to a rejecting mother and a bad family 
situation. 

When the residence was established, James was 
one of the first to enter. He was allowed to select 
his room-mate and together they planned the 
decorations for their room. No changes were 
made in the management of the house without 
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giving James and the other boys a chance to express 
their wishes. Wherever possible, their wishes were 
followed or certainly considered in the final plan. 
James participated in the group’s discussion of 
plans for admission of a new boy or the discharge 
of a boy. Methods of discipline were discussed 
with him when he had wilfully failed to do what he 
clearly understood was expected of him. He 
made unusually good progress. He attended a 
vocational high school, where he made an enviable 
record for himself and was spoken of highly by the 
teachers and students. His interests were discov-! 
ered and his school program was built around 
them. It was James’s felt need that led him first 
into a machine shop course and later into elec- 
trical work. His low marks in school at the 
beginning were not Instead, James 
experienced encouragement, patient waiting, and 
help with his school work. After he had known 
some success, failures were discussed in terms of 
what he could do and how much he wanted to do 
to achieve his own goal. He had an after-school 
job as aide to the chef in a near-by institution 
and was ready to contribute to his own support. 
For a while he was allowed to spend his earnings 
as he wished, and of course he _ frequently 
squandered them. It was only when he knew that 
he could express his own will in the manage- 
ment of his affairs that he was ready to make use 
of help and guidance from the adults in our set- 
ting. No longer did he have to fight to achieve a 
sense of self. By now he was a lad six feet tall, 
who had changed from a whining, complaining, 
infantile early adolescent, to one who had poise, 
dignity, self-assurance, and a real identification with 
acceptable social patterns, and both the drive and 
ability to live a happy and productive life. 

During the nine months in the residence, his 
caseworker worked with the mother toward James's 
return home. The mother was helped to accept 
the fact that James was practically a young man 
and she began to show ability to accept all that 
that meant. She was able to work through some 
of her deeper feelings about the boy. As we 
helped her resolve some of her conflicts and prac- 
tical problems at home, James remained in the 
residence. The last entry in the case record by the 
director of the residence after a year included the 
following: 

“James has matured considerably and is now 
ready to return home. He is a responsible, reliable 
lad with normal adolescent interests, an unusual 
degree of responsibility, and a well internalized 
superego. His relationship with me is free and 
direct with considerable warmth and understand- 
ing. He uses me frequently in the father role 
and is annoyed when I am called upon to assume 
any of the other roles required in the residence. 
He calls me by my initials and is frank, honest, 


criticized. 
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In the weekly group 
discussions on James is 
very active in the discussion and indicates that he 
has made a constructive use of the freedom, sup- 
port, and ego strengthening that we have given him. 
During a recent visit by the psychiatrist to dis- 
cuss problems of sex with the group, James 
showed again the realness of his security and 
integrated social self. I feel convinced that with 
the continued proper support and understanding, 
this boy will make an adequate adjustment in the 
community beyond the controls of the residence.” 


and free in his contacts. 
‘Growing to Manhood,’ 


In a real sense, the Boys’ Residence was 
an environment designed in terms of the 
needs of a specific group of adolescents who 
needed care within the framework of a 
boarding-home agency. It was an experi- 
ence that gave the fullest opportunity for 
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the growth of these adolescents. The 
worker in a foster care agency has already 
focused on the specific problems that 
separation and placement bring. Given 
the structure of a service like the residence, 
an awareness of the needs of the adolescent, 
and the worker’s special skills, the place- 
ment of the adolescent becomes less hazard- 
ous. Frequent replacements and resulting 
damage to the children replaced, loss of 
foster homes, and the frustration of the 
caseworker with adolescents give way to 
creative and constructive use of the 
agency’s service. Placement for these 
young people is truly a positive growth 
experience and is based on the best knowl- 
edge that social work has developed about 
this particular age group. 


The Use of Group Therapy in Psychoses 
James Mann, M.D. and Elvin V. Semrad, M.D. 


Dr. Mann is Senior Physician and Dr. Semrad is Clinical Director at the Boston State Hospital. 
The paper was read before the Massachusetts Conference of Social Work at Boston, October 


21, 1947. 


THE PRINCIPLES OF GROUP PSYCHOTHERAPY 
have been employed for countless centuries 
wherever groups or masses of people have 
indulged in social practices in common. 
Anthropologists and social psychologists 
have recognized this in primitive magical 
and religious ceremonies, in the collective 
catharsis of the Greek tragedy, in organized 
religion, and in cult practices both ancient 
and modern. 

The application of group psychotherapy 
as a formulated tool in the treatment of 
the mentally ill, however, is a development 
of recent years. Dr. Joseph Pratt (13) in 
1905 organized weekly meetings of patients 
at the Boston Dispensary in an effort to 
exploit the emotional relationships he ob- 
served among patients as they met in the 
waiting room awaiting their turn to see 
the doctors. In these meetings, an oppor- 
tunity was offered for discussion of atti- 
tudes toward illness while the physician 
was able to provide simple advice and re- 
assurance. Pratt’s work was truly the fore- 
runner of group psychotherapy with neu- 
rotics as we know it today. Ernst 





Simmel (15) in 1916 anticipated many of 
the ideas of Grinker and others in the re- 
cent war and also used group methods of 
inducing abreaction. The second World 
War provided an enormous stimulus to 
group psychotherapy with psychoneurotic 
servicemen, which has received ample ex- 
position in many psychiatric journals. 

The first application of group techniques 
to psychotic patients is credited to E. W. 
Lazell (g, 10) at St. Elizabeth’s Hospital in 
1919. Since then, in contrast to other 
modes of psychiatric treatment, group psy- 
chotherapy in psychoses has remained a 
relatively unexplored sphere of endeavor. 
Important among the contributors to this 
form of treatment, in addition to Lazell, 
are Moreno (12), Schilder(i4), Black- 
man (1), and Klapman (6,7,8). Gifford and 
Mackenzie (4) have recently reviewed the 
literature. 

The principal types of group psycho- 
therapy applied to the psychoses may be 
classified, in a simplified manner, accord- 
ing to the method of approach. Opposite 
extremes are exemplified by the repressive- 
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inspirational and analytical methods, and 
between these lies what Klapman describes 
as a “pedagogical group psychotherapy.” 
More specifically, the latter approach may 
be designated as didactic. 

The repressive-inspirational technique 
exploits the therapist’s role as leader, the 
strong collective transference that results, 
and the force of suggestion exerted over 
the group. Evangelists of the Billy Sunday 
school and demagogues of political note 
attest to the effectiveness of this method 
with normal groups of people. The ana- 
lytic technique, in general, makes use of 
free association from the group while the 
therapist maintains a passive non-authori- 
tarian role. In the didactic, emphasis is 
placed upon some form of lecturing to 
the patients wherein the therapist is a 
teacher and mental mechanisms are inter- 
preted in order to impart conscious intel- 
lectual insight. 

A project in group therapy was begun 
at the Boston State Hospital in June, 1946, 
in an effort to determine the role of group 
therapy as another psychotherapeutic ad- 
junct in the treatment of psychoses. A 
preliminary report will be published soon 
and further studies are continuing. The 
discussion that follows embraces the es- 
sential problems of organization and tech- 
nique with an estimate of our observations 
and results as they were uncovered in the 
active use of group therapy with psychotic 
patients. 

The organization of a group of psychotic 
patients for the purpose of instituting 
group therapy carries with it many mis- 
givings and anxieties. Psychiatrists, social 
workers, and psychologists are all too 
familiar with the frustrations, aggravations, 
and uneasiness er.tailed in individual psy- 
chotherapy with psychotic patients. To be 
confronted with a group of such people 
in a regular, prescribed therapeutic pro- 
gram, to be subjected to a situation in 
which the only known factors are the like- 
lihood of a summation of frustrations, 
tensions, and emotional explosions, dis- 
tinctly increases resistance toward partici- 
pation. In seminar discussions, before and 
during our project, we found it extremely 
helpful to acknowledge honestly our own 
fears, indecisions, and ignorance of the 
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situation. The exchange of such feelings 
among the members of the staff served as 
a source of security and allayed the anxiety 
that inhibits fruitful progress in conduct- 
ing group therapy. ‘These seminars have 
been expanded to include not only staff 
psychiatrists but also social workers, psy- 
chologists, and experienced _ psychiatric 
nurses. It is our feeling that the chief 
obstacle to psychotherapy lies in the thera- 
pists themselves since the patient, in his 
desire for health, is constantly reaching to 
us for assistance in the only way he 
knows how—a psychotic solution that pro- 
vokes uneasiness in all who are supposed 
to help him. 

Having overcome our initial reluctance 
to begin group therapy, further problems 
arose in the course of treatment. These, 
too, were aired in seminar discussion and, 
as a result, further observations and ex- 
periences were better understood and 
crystallized. 

A total of 165 patients were treated in 
12 separate groups. Of this number, 52 
per cent were schizophrenic disorders, 28 
per cent affective disorders, and 20 per 
cent other types (psychopathic personali- 
ties, alcoholic psychoses, organic psychoses, 
and so on). The average age of all groups 
was 35 years and 4 months, and the aver- 
age hospital stay was 3 years and 4 months. 
Of the 165 patients, 136 were female and 
29 were male—a disparity due only to the 
fact that most of the participating staff 
members were on female services. No 
effort was made to select or arrange groups 
diagnostically. The psychotic patient, re- 
gardless of diagnosis, is in need of warmth, 
sincerity, and helpfulness on his way to 
a reconstruction of shattered interpersonal 
relationships; the diagnosis seems unimpor- 
tant in terms of therapy. In the early 
stages of our work, it was generally felt 
that the inclusion of a manic patient would 
be certain to stimulate conversation in 
the group. Likewise, articulate paranoids 
could be equally helpful. We no longer 
regard these as necessary preliminary selec- 
tive measures since the need for a flow of 
conversation in the group is an expression 
of the need for the therapist. As the thera- 
pist proceeds with great patience, the na- 
ture of group dynamics is such that, sooner 
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or later, most of Uic members of the group 
will participate verbally while all partici- 
pate on a non-verbal level. 

All our therapists inwwoduce the first 
inceung with a briei orientation to the 
purpose of the meeting. ‘The clements of 
this orientation are: (1) Asking the group 
to express Opinions lreely; (2) assuring the 
group that they may speak of anything they 
care to without restriction; (3) indicating 
that each member may be able to get some 
help for himself; (4) explaining that shar- 
ing our opinions, leclings, and experiences 
may be helpful to the next person. 

This type of orientation permits easier 
entree of the technique of group therapy 
we employ. Our technique is designed to 
insinuate the therapist as a member of 
the group and not to permit the group 
to create of the therapist a forbidding, 
authoritative figure apart. ‘The therapist 
avoids such an eventuality by relieving him- 
self entirely of a lecturing or all-question- 
ing role. ‘To become a member of the 
group appeared to be facilitated by really 
permitting free discussion, by being very 
permissive, and by participating in the 
conversations of the group on the level 
of casual conversation as it may be em- 
ployed in any social situation. Further 
advantage of this participating technique 
may be taken by injecting remarks at op- 
portune moments in order to reveal, ex- 
pose, and perhaps interpret certain feelings 
present. In the same manner, the [feelings 
of onc member of the group may be re- 
lated to another member of the group 
with therapeutic advantage. With this 
technique the therapist exploits the cata- 
lytic nature of his technique in that it 
keeps things moving and stirs up feelings 
but still permits the group rather than the 
therapist to handle the expressed feelings. 

In all psychotherapy there is much specu- 
lation as to the nature of the therapist’s 
role. In our experience, as long as the 
therapist participates on the casual con- 
versation level, the nature of his role is 
left to his own unconscious responses to 
the group while the limits of his role are 
determined by the nature of his own per- 
sonality interacting in the group situation. 
In the concrete situation, our collective role 
is to arouse action and reaction among 
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the members of the group on a feeling 
level rather than on the level of manifest 
verbal content. While the therapist can 
never totally remove from himself the cloak 
of hospital authority (the group itself 
cannot permit him to do so), one of the 
indications of the successful use of this 
technique of group therapy lies in_ his 
diminishing stature as a figure representa- 
tive of hospital authority as the meetings 
progress. 

The paticnt’s role in terms of his own 
personal difficulties is rarely apparent im- 
mediately, but as meetings continue one 
becomes aware of the infantile and child- 
hood problems and strivings of the patient. 
Older female patients become mother fig- 
ures to younger ones. Sibling rivalries, 
fears, hatreds, and loves are observed, with 
the targets being the therapist and various 
members of the group. As with the thera- 
pist, the role of the patient is determined 
by his own unconscious responses to his 
own conflicts. In the psychoses, these un- 
conscious conflicts lie so close to the surface 
of awareness as to create a group atmos- 
phere charged with explosive feelings and 
sentiments. Both patients and therapists 
may experience acute anxiety in such a 
situation. The therapist, particularly, may 
feel the need to withdraw at such times 
as he struggles to maintain awareness of 
the emotional patterns being elaborated 
before him. As an aid in this direction, 
we have found that limiting the group 
to a maximum of fifteen is desirable. In 
addition, a group of ten to fifteen patients 
is large enough to develop a feeling of 
group unity and yet small enough for the 
therapist to manipulate. 

In general, the addition of new members 
to a group already in progress is undesir- 
able. When a group makes progress to- 
gether in introspection, in allaying certain 
areas of anxiety, and in creating a sense 
of unity, the arrival of a newcomer fre- 
quently enforces a testing-out process to 
determine the desirability of the stranger, 
and this is manifested by a return to the 
content and associated affects of earlier 
meetings. Further, the newcomer may find 
himself unable to endure anxiety-laden 
material the group has already learned to 
accept and he may suffer a severe setback 
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in consequence. Subtraction of patients 
from groups in progress appeared to be 
no deterrent to the group. 

The location of the group meetings is 
of considerable importance. The meeting 
place should be free from distraction and 
sufficiently attractive to afford an atmos- 
phere of importance to this special type 
of treatment. ‘The therapeutic setting 
should be one wherein the patient feels 
he has been especially selected for a special 
type of helping situation. It is our feeling 
that none of these attributes can _ be 
achieved on the ward. Moreover, a change 
of location disturbs the set of the thera- 
peutic situation to the extent that the 
group finds it necessary to start anew quite 
as if it had never met before. In the 
helping situation that group therapy may 
offer, a sense of security, warmth, friendli- 
ness, and familiarity is derived from the 
continuity of the setting. The disruption 
of the set by change of locale necessitates 
another testing period by the group for 
the qualities it had found before in its 
meeting place. 

Seating of the group members is not 
prearranged, so each patient is free to select 
his own seat. As the group comes to know 
one another, patients will sit near those 
whom they like. Invariably, one or more 
patients will vie for a seat near the thera- 
pist. On the other hand, a patient will 
indicate his hostility and physical severance 
from the group by sitting far away from 
it or even turning his back to it. It is 
always encouraging to the therapist to 
watch this latter patient make slow but 
steady progress to the heart of the group 
as he finds the treatment situation to be 
helpful and secure. Some therapists choose 
seats next to that patient who is most re- 
jected by the group, while others seat 
themselves simply in such a position as to 
be able to observe all the group. Sitting 
around a table adds a further authoritative 
air while it also permits freer expression 
of non-verbal cues as patients drum and 
rub on the table, clean the table, fiercely 
crush cigarettes in the ash trays, and the 
like. Within eight to twelve sessions, the 
seating arrangement tends to become static. 

In determining the frequency of meet- 
ings the following considerations are op- 
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erative: (1) How many meetings best serve 
the interests of the group? (2) How much 
can the group take? (3) How much can 
the therapist take? With three meetings 
a week continuity both of interest and of 
material can be maintained without over- 
whelming the patients with too much of 
an anxiety-producing situation. This lat- 
ter factor also serves to minimize the prob- 
lems of the therapist to the end that he 
can better serve the members of his group. 

Our meetings are of one hour’s dura- 
tion and in this proscription of time there 
are distinctive limiting elements. It usu- 
ally takes some twenty to thirty minutes 
of conversation to arrive at a subject of 
common appeal and interest and this will 
then be followed by another thirty minutes 
of free discussion on that particular sub- 
ject. The interest span of patients and 
therapists as well as fatigue due to emo- 
tional tension in both further limit the 
duration of each session. In individual 
psychotherapy, only one item of emotional 
significance can usually be brought up and 
explored in one session. ‘This obtains in 
group therapy and usually operates in the 
last thirty minutes of the hour. 

Attendance in our groups is not com- 
pulsory in the authoritative sense of that 
word. We prefer to use social pressure 
to enforce attendance rather than any ele- 
ments of hospital authority. All therapists 
respect the patient’s wishes by leaving open 
invitations to all recalcitrants. Reiterance 
of this invitation by the therapist between 
sessions and by nurses and attendants be- 
fore each session reduces the problem of 
absenteeism to negligible proportions. In 
some cases, pressure is exerted by members 
of the group on the absentees. Once a 
start in group psychotherapy is made, then 
the compulsive aspect of psychotherapy of 
any kind serves to keep the patient com- 
ing. The anxieties mobilized in the first 
meetings compel the patient to return to 
see what is going to happen. If he then 
finds the group situation to be a helping 
and secure one, he is unable to resist 
attendance. 

Our experience indicates that group ther- 
apy with psychotic patients goes through 
recognizable stages. The first stage is one 
of testing out the situation and is char- 
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acterized chiefly by hostility in as many 
forms as the patient has at his command. 
The conversations deal quite exclusively 
with the hospital, the representatives of 
the hospital (rarely direct attacks on the 
therapist), and the special situation that 
the hospital produces. Agreement in this 
sphere fosters a good deal of group identi- 
fication and unity which permits the advent 
of the second stage. Here there is free 
expression of anxiety-laden psychotic ma- 
terial. Hallucinations and delusions are 
most frequently disclosed and such repeated 
disclosures are finally met by attempts of 
various group members to explain such 
phenomena. It must be said, in this re- 
gard, that some of the most astute obser- 
vations are made by the patients. Gradu- 
ally, the material discussed takes on a more 
personal issue whose quality is closely re- 
lated to personal and interpersonal feelings. 
Thus stage three is entered as the patients 
begin to introspect, mutually criticize, and 
work through some of their emotional 
problems. The fourth and closing phase 
of the group is not yet entirely clear. How- 
ever, it is observed that patients who show 
the most improvement gradually begin to 
speak about their future plans and become 
more concerned about their situation out- 
side the hospital, the people in that ex- 
ternal situation, and the problems that the 
total situation presents. 

Although therapeutic results must be 
reckoned in long-term changes, general 
benefits to the patients are quite specific. 
The group situation provides the patient 
with a safe, permissive tool of relating him- 
self once more to others. It encourages 
the expression of suppressed hostility, 
fosters catharsis, and mobilizes and releases 
unconscious tensions. The self-imposed 
isolation of the patient relents as the oppor- 
tunity is thrust upon him to compare him- 
self with others who also have severe 
conflicts. He is able to acquire better per- 
spective of his own problems and feelings. 
Group therapy facilitates the task of caring 
for patients. Patients become more co- 
operative and less resistive with attendants, 
less abusive and assaultive on the wards. 
Many of those who are incontinent show 
better control of excretory functions. 
Others are less destructive of clothing and 
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property, and the majority become neater 
in dress and appearance. 

In addition to these benefits to the pa- 
tients, group therapy contributes to the 
general therapeutic atmosphere of the large 
state hospital in that it is possible to have 
more patients under treatment. The feel- 
ing that something is being done for the 
patients permeates the allied personnel, 
who often show subtle but definite improve- 
ment in their attitudes toward the patients. 

The therapist shares, too, in the fruits 
of group therapy. It contributes to his 
growth by affording the observation of 
patients in a new light. The group func- 
tions as a miniature of society in many 
ways and often reveals more about patients 
than may be uncovered in individual in- 
terviews. In addition, he becomes aware 
of the effect he has on the group as a 
person while he also learns his limitations. 
To be sure, the therapist will become 
keenly aware of the non-verbal cues by 
which human beings often convey their 
most intimate feelings to one another. 


Summary 

Historically, group psychotherapy is rec- 
ognized as having been functional for 
countless centuries. First efforts to use 
this method psychotherapeutically are cred- 
ited to Dr. Joseph Pratt in the Boston 
Dispensary in 1905. E. W. Lazell made its 
first application in the treatment of psy- 
choses at St. Elizabeth’s Hospital in Wash- 
ington, D. C., in 1919. The various types 
of group therapy in vogue today have been 
described. 

A project in group therapy in the treat- 
ment of psychoses was begun at the Boston 
State Hospital in June, 1946, and is con- 
tinuing. Problems of organization and 
technique as well as observations in the 
course of such treatment and results are 
discussed. A method of resolving anxiety 
among therapists engaging in this type of 
treatment is presented. Further discussion 
points out the all-inclusive diagnostic com- 
position of our groups and our method of 
introducing the first meeting. 

The technique of group therapy em- 
ployed is one of participation on a casual 
conversational level with the injection of 
appropriate comments and attitudes in 
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order to catalyze the emotional patterns 
present so as to arouse action and reaction 
on a feeling level rather than on the level 
of verbal content. While the role of the 
patient is often apparent, that of the thera- 
pist is determined by his own unconscious 
responses to the group. 

The addition of new members to a group 
already in progress is found to be undesir- 
able while subtractions from a group are 
of no consequence. The meeting place 
should be free from distraction, attractive, 
and off the ward. Changes of meeting 
place delay progress of the group. The 
patients are given free choice of seats and 
a seating arrangement around a table is 
felt to be helpful. 

Three meetings a week of one-hour dura- 
tion best serve the interest of the group 
and of the therapist as well. A social type 
of pressure in which ward personnel play 
a prominent role is exerted on absentees 
and is effective. 

Four recognizable stages of group therapy 
are presented. Stage one is a testing situa- 
tion that culminates in group identification 
and unity. In stage two there is free ex- 
pression of anxiety-laden psychotic mate- 
rial with attempts on the part of the patient 
to explain such mechanisms. Stage three 
is one of introspection, mutual criticism, 
and working through of emotional prob- 
lems. Stage four is not entirely clear but 
does seem to be concerned with discussion 
of future plans on a reality level. 

Therapeutic results in terms of benefit to 
the patient, to the hospital, and to the 
therapist are quite specific. The self-im- 
posed isolation of the patient can be broken 
and interpersonal relationships re-created. 
In respect to management, untidiness and 
assaultiveness are diminished, while a gen- 
eral atmosphere of helpfulness permeates 


hospital personnel and is expressed in im- 
proved attitudes of such personnel toward 
the patients. The therapist learns with 
the group and finds that the group con- 
tributes to his own emotional growth. 
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THE FOLLOWING sToRY Is TOLD of James 
Buchanan Duke, the tobacco tycoon. Mr. 
Duke was going through various small 
towns where his business interests were 
located, questioning his secretaries and en- 
gineers, giving orders and making decisions. 
During one of these tours, he was closely 
watched by a small boy who finally put 
himself squarely in front of the great man 
and asked his own great question, “Mister, 
can you cure fits?” The engineers 
laughed, the secretaries thought it was an 
amusing joke, but Mr. Duke was irritated 
with them and interested in the child. He 
questioned the boy. It turned out that 
the child’s father, who had a typically 
large Southern family, was subject to fits. 
That meant tragedy and poverty in the 
family. They say that there and then Mr. 
Duke gave orders that attention be given 
to the boy’s father. Thus was Mr. Duke 
brought face to face with a question that 
had no answer. To solve this problem 
and many others in the field of medicine, 
Mr. Duke dedicated his vast fortune to 
the founding and maintenance of Duke 
University Medical School and Hospital. 

We are still trying to find the answer to 
the hopeful question of this small boy. It 
is a question that can be multiplied many 
times by similar queries from other bewil- 
dered epileptic patients and their families. 
Although many diseases carry with them 
more danger so far as life expectancy is 
concerned, few carry the significance in 
terms of daily living. Many normal satis- 
factions which we take as the inalienable 
rights of the individual present obstacles 
for the person with seizures. The child’s 
ability to go to school, the young person’s 
instinct to love and be loved, the adult's 
ability to work and play, may all be 
threatened. Fear, isolation, dependency, 
bewilderment, and discouragement stalk 
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his path. Because numbers of epileptics 
are competent and socially useful people if 
given the opportunity, let us proceed to 
examine the means at our disposal to 
improve their status. 

The epileptic requires, first, expert 
assistance in terms of medical care. Dr. 
William G. Lennox believes that three- 
fourths of all patients can be relieved of at 
least three-fourths of their seizures.1_ This 
presents an impelling challenge to those 
concerned with the medical management of 
patients and to caseworkers dealing with 
the social and economic problems created 
by the illness. With improved drug 
therapy, less attention is focused upon the 
isolation of the epileptic in institutions 
and more upon the community adjustment 
which is becoming possible for increasing 
numbers of patients. Upon the medical 
social worker, in collaboration with the 
doctor, falls much of the responsibility for 
this total adjustment. What are some of 
the factors peculiar to this disease which 
hold serious implications for the victim? 


Obstacles in the Way 

The first obstacle is the nature of the 
attack in relation to the complete disor- 
ganization of the individual during the 
seizure. This factor is constant whether 
the spell is a prolonged and severe con- 
vulsion or the brief blackout of the petit 
mal. To be out of contact with one’s 
surroundings can be very disrupting and 
the threat that this may at any time recur, 
an equally disrupting thought. Our case 
material is full of illustrations demon- 
strating the significance of this factor. 


1See his book, Science and Seizures, published 
by Harper and Brothers, New York, 1946, or 
obtained through membership in the American 
Epilepsy League, 130 North Wells Street, Chicago, 
Illinois. 
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Mr. O was a 20-year-old college student 
taking his final examinations. He had been 
living at college and getting along well 
with his schoolmates, all of whom knew of 
his disability and took care of him when 
he had an attack. His epilepsy was of the 
minor type, his seizures barely apparent to 
the casual onlooker. He could be observed 
to turn his head slightly to one side, to 
moisten his lips, to blink his eyes—then the 
spell passed and Mr. O would struggle to 
co-ordinate his forces again. School per- 
formance for the year had been good, but 
somehow during the examination, with the 
accompanying tension, the patient suffered 
several attacks in succession, found himself 
unable to think straight, and at the end of 
a half hour threw down his pencil and 
left the examination. His problem now is 
related to his future educational program, 
with all the conflicts about his illness which 
his recent experience has aroused. He 
says, “I would do anything to be rid of 
them.” Doctor and social worker together 
will be needed to help this patient work 
through the crisis which has been 
precipitated. 

Second, is the public spectacle the indi- 
vidual becomes if the attack suffered is 
severe enough to be observed by others. 
No one likes to be remarkable for a con- 
dition that makes him feel inferior. To 
observe a convulsive seizure helps one to 
understand why the ancient belief that the 
evil spirts had invaded the body still per- 
sists. This second point seems clear with- 
out illustration. 

Third, is the unpredictableness of the 
attack. Fortunate are those patients whose 
attacks are nocturnal. Even another part 
of the day, if there is regularity about the 
timing, is preferable to the situation. exist- 
ing for numbers of patients whose attacks 
may occur at any time and often without 
warning. 

Fourth, are the dependent attitudes 
created in patients, sometimes on a realistic 
basis. Where seizure control is poor or only 
fair, patients do not go out unaccompanied. 
It is common to find grown men and 
women followed about by aged parents. 
Unfortunately, this attitude may be fostered 
by families, and may persist in the patient 
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after improved seizure control no longer 
makes such limitations necessary. 

Fifth, is the social stigma this diagnosis 
carries with it in the minds of a good many 
people. Social stigma is a nebulous term, 
easily tossed about, but what does it mean 
to a patient that such a stigma exists? We 
know that popular prejudices and miscon- 
ceptions about the disease go back to 
Biblical times when the devil was sup- 
posed to have entered the person’s body. 
Treatment for the disease therefore con- 
sisted of punishment. These ideas have 
persisted over the years. They condition 
how the patient feels about himself and 
how society feels about him. They serve 
as a deterrent to educational and employ- 
ment adjustments and to normal group 
living. As one of our patients recently 
remarked, ‘‘Nice people just don’t have 
epilepsy.” This social stigma _ unfor- 
tunately may prevent people from taking 
advantage of means for improving their 
situations, both medically and in regard 
to their social adjustment. They hesitate 
to share the knowledge of their weakness 
with even the physician, and also to many 
physicians epilepsy is still the forgotten 
disease. Mrs. W, the mother of one of our 
patients, goes to a neighboring town to 
purchase tridione, the anti-seizure drug 
that has been prescribed for her daughter, 
aged 11. Why is epilepsy such a threat 
to her? We find that even before the 
child’s symptoms developed, Mrs. W, always 
an insecure person, was having needless 
anxieties about her husband's behavior. 
Her own girlhood had been clouded by 
mood swings largely dependent on the 
problem of freeing herself from the over- 
protection of a rigid and aggressive mother. 
Now this pattern is being repeated in her 
intense desire to protect her child. Life 
has been hard on Mrs. W. An early injury 
left its scar upon her face, increasing her 
own sense of inferiority. The fact that 
her child has epilepsy, with the significance 
associated with the term in her mind, has 
intensified her feeling of insecurity. Can 
we help this mother to understand the 
reasons behind her own attitude toward 
her child’s illness, lest this further compli- 
cate the child’s already existing burden? 
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The Need for Individualizing 

Let us now proceed from general con- 
siderations to the specific. The social 
care of the patient with epilepsy must 
encompass the concept that epilepsy does 
not aflect all people in the same way. We 
must individualize the epilepsy for each 
patient, by type, by severity of seizure, by 
frequency, by the presence or absence of 
the warning, by the time of day or night 
of the attack if such consistency is present. 
In contrast to a patient who suffers from a 
conversion hysteria, wherein the psychia- 
trist can obtain certain meaningful data 
from the individual’s choice of organ, the 
patient with epilepsy has no control over 
the portion of his body involved or the 
manifestation of the attack. This depends 
on the area of the brain from which the 
seizure discharge arises. Information needs 
to be obtained from the doctor on all these 
points. In addition, we want to know 
whether the epilepsy is genetic or acquired, 
or a combination of the two, since this has 
significance in terms of prognosis for seiz- 
ure control as well as for the decision about 
marriage and children. What the patient 
himself has been given to understand about 
his illness from the doctor must be part of 
the worker's content. 

In addition to all of these medical data, 
we want to consider the kind of person 
who has this illness. All the differentiating 
factors that go to make up an individual 
must be analyzed. Age, sex, marital 
status, age at onset of illness, religion, race, 
intellectual capacity, education, special 
skills, hobbies, attitudes, family relation- 
ships, all operate to make the individual 
behave as he does. Social problems in rela- 
tion to illness exist at all economic levels 
and epilepsy is no exception to this general 
rule. Interestingly enough, some of our 
case material seems to indicate that patients 
with considerable economic security and 
social prestige may show far greater con- 
flicts in terms of the illness situation than 
will their poorer brothers, who do not find 
this illness so great a threat to social status. 
Also, the general level of intelligence of 
the patient and his family has no con- 
nection with the prejudices and miscon- 
ceptions they may have formed about this 
disease. 
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The combination of these medical and 
social individualizing factors produces not 
any patient but a specific one, for example, 
Miss Jones, with psychomotor epilepsy, 
who at the age of 22 is getting along well, 
working and coping with some of the 
limitations imposed upon her by her ill- 
ness. It is the goal of the social case- 
worker, by understanding this combination 
of factors, to help the individual face his 
situation. Like progressive education, 
which tries to develop the human being 
from inside, so this method must help the 
patient to face the demands of this illness 
from within. We must understand his 
conflicts about his illness and help him 
to understand and to accept the kind of a 
human being he is—a person who, in addi- 
tion to having red hair, a good mind, and a 
strong body, also has epilepsy. 

An illustration is Miss P who is 28 and 
one of several children in a large family. 
The members are devoted and loyal to 
each other and the patient is no excep- 
tion. She is a personable girl, a high 
school graduate, whose attacks began at 
the age of 15. Bw this time she had 
developed an outgoing personality. She 
loved to participate in active sports and 
in social activities of all kinds. Her 
attacks are of two kinds, frank convul- 
sions, which occur at night and_infre- 
quently, and psychomotor attacks, which 
occur daily. The latter are characterized 
by an inability to hear what is going on 
around her and a sense of a peculiar odor 
just before the onset. In spite of her 
frequent spells, she has been employed 
for four years by a large insurance com- 
pany as a typist. No one, except her 
intimate girl friend who occupies the desk 
immediately beside her, knew of her con- 
dition. Recently, while at work, Miss P 
suffered a more severe psychomotor attack 
than usual. She felt dazed, got up and 
wandered around the room, muttered 
incoherently, made chewing motions with 
her mouth, and plucked at the front of 
her dress. She then slept for half an hour. 
Following this episode, the doctor for the 
insurance company referred her for medi- 
cal care. 

Miss P was an extremely disturbed young 
woman when she came to the office. In addi- 
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tion to her chagrin at the public spectacle 
she had made, she feared loss of her job. 
The terrible implications her illness held 
for her, which had been lying dormant, all 
came into the open when she was given 
an opportunity to talk about her attacks. 
Although anticonvulsant drugs had been 
prescribed in the past, she had never been 
impressed with their importance and there- 
fore medication had been inconsistent. 
Miss P needed reassurance, which was 
realistically given to her by the doctor. 
She was encouraged to talk with the insur- 
ance doctor and with her employer, and 
we have since learned that her job has not 
been jeopardized. She has brought out 
to us certain anxieties over which she had 
been brooding. She once knew an epi- 
leptic who was insane. Could the same 
thing happen to her? The doctor gave 
an authoritative negative answer to this 
query on the basis of the history, the 
electroencephalogram, and the psychomet- 
ric examination. The assets acquired dur- 
ing the patient’s first fifteen years of life 
before the onset of the illness will serve now 
as a bulwark upon which to build future 
security implemented by improved seizure 
control. 


Complications for the Child 

Since children represent a large number 
of the patients who are seen in the diag- 
nostic-research-training center for epilepsy 
at the Children’s Medical Center in Bos- 
ton, much of our experience has been with 
this age group. All that has been said 
up to now is applicable to the child with 
seizures, and in addition certain ramifica- 
tions exist which only serve to complicate 
the problem. The child is not a small 
adult, and treatment, both medical and 
social, must be geared to his tempo. Even 
so simple a problem as the administration 
of the drugs must be carefully consid- 
ered, since this is a fundamental part of 
treatment. Some children’ will not 
swallow pills and capsules. Sometimes a 
liquid form of the same medicine is avail- 
able or, if not, the capsules can be broken 
and the powder mixed in something tart, 
such as apple sauce. If this intake of medi- 
cine is not worked out happily for both 
the patient and the mother, tension and 
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anxiety result and both parties come to 
dread the arrival of medicine time. Since 
medicine is often prescribed either before 
or after meals, this unpleasantness may 
become associated with food and then addi- 
tional trouble brews. Similarly, the pros- 
pect of the brain wave test is apt to bring 
up fears in the child’s mind. Electrodes 
with little wires connected to the machine 
are pasted to the child’s head. The strange- 
ness of the atmosphere and the restriction 
of his freedom are uppermost in his mind, 
even in the face of the reassuring, “This 
will not hurt.” Perhaps someone has said 
this to him before in another connection 
and it did hurt. These fears can be easily 
relieved by simple explanation or by per- 
mitting the child to watch someone un- 
dergo the test. 

The child’s attitude about his illness 
differs from that of the adult. To the 
child, epilepsy means little until parents, 
teachers, and friends make the term un- 
pleasantly meaningful for him. The child 
senses that those who love him are upset, 
watch him closely, and appear unhappy. 
Little children are very sensitive to the feel- 
ings of those around them and soon reflect 
their anxieties. As playmates taunt him 
and refuse to associate with him, school 
attendance is denied, and other pleasures 
restricted, he forms his own concepts about 
his illness. Guilt feelings about behavior 
for which he has been reprimanded may 
seem to him to be causing his symptoms. 
Adolescents, after their confidence has been 
won, have-expressed their concern about 
sex activity or perhaps smoking as a cause 
for their attacks. 

Anna Freud,? in discussing child guid- 
ance work, has pointed out that in contra- 
distinction to adult patients, children do 
not take the initiative in seeking treatment; 
in fact, even their consent is often not 
asked. This point needs to be kept in 
mind as we work with children, lest treat- 
ment start where we and the parents are, 
rather than where the child is. 

The child is less free than the adult to 
participate in the medical and social pro- 
gram because he is closely influenced and 


2Anna Freud, Introduction to the Technic of 
Child Analysis, Nervous and Mental Disease Pub- 
lishing Company, New York, 1928, pp. 3-4. 
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affected by the parental thinking and be- 
havior. Although the adult must also be 
understood in terms of family relation- 
ships, he is dependent to a lesser degree. 
Social casework then must integrate in the 
treatment plan the parents and often the 
grandparents, lest their resistance obstruct 
the therapy. As our little patients become 
adolescents, they themselves can participate 
in social treatment to make it effective. 
Records of previous efforts, when these 
same patients were younger, have shown 
failure because of the obstructing influence 
of the adult family group. 

Henry, aged 11, has had epilepsy of the 
grand mal type for three years. His attacks 
come without warning, at any time of day. 
A strange cry is suddenly heard; he falls to 
the ground, his entire body twitches and 
shakes, froth can be seen around his mouth, 
he wets himself; then the spell passes and 
he goes to sleep for about half an hour. 
When attacks began, seizure control was 
good, but then the attacks increased in fre- 
quency, occurring almost daily. School 
attendance was reduced to half days with 
home tutoring added. Henry began to 
have difficulty in getting along with his 
friends, who had previously been very loyal. 
Attendance at dancing class was inter- 
rupted after he had a seizure there because 
subsequently the girls refused to dance with 
him. When he had an attack at a birthday 
party, the children cried, “Look out for 
him—he’s crazy. He'll kill us.” The 
mother became disturbed about the change 
in his behavior. Before the onset of seiz- 
ures, he had been a docile, good-natured 
boy. Later, he became disrespectful, irri- 
table, and on occasion when she spanked 
him, he hit back. The mother felt sorry 
for herself—that a child of hers could be 
so ungrateful, knowing how much trouble 
she has taken in his behalf. She said her 
whole life had been ruined because of his 
illness. ‘“‘Epilepsy—I hate the word. As I 
drive my car, I wonder if I may have an 
attack, or my husband, or my other child. 
If I thought Henry would have to go 
through life like this, I would rather see 
him dead.” Seizure control is our goal for 
Henry but the hope for a normal adjust- 
ment can be attained only if the mother 
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can be helped to face her own feelings and 
to grow up to meet his needs. 

The change in behavior observed by 
Henry’s mother brings us to the question 
most people raise: What of the epileptic 
personality? Was the organic condition of 
the brain (the cerebral dysrhythmia) which 
was responsible for the attacks in this case 
also responsible for the change in behavior? 
The answer seems clear. Anyone who is 
continually thwarted in the normal satis- 
factions of daily life tends to develop anti- 
social and aggressive behavior. If this be- 
havior is understood in its proper perspec- 
tive, it can be redirected as soon as some 
improvement in seizure control makes a 
semblance of normal living possible. A 
good many people, in fact, even in the 
face of continuing seizures, fail to develop 
unpleasant patterns. 

In general, certain reassuring informa- 
tion can be given to patients, both child 
and adult alike, and this goes a long way 
toward relieving anxieties, particularly 
those arising from misconceptions about 
the illness. It is reassuring to know that 
few people ever die of their epilepsy. More- 
over, the treatment is easy and painless. 
This is in contrast to the treatment of the 
diabetic patient, who, if insulin is needed 
to control his condition, must prick him- 
self daily with a needle and deny himself 
the pleasure of a full, unrestricted meal, or 
to that of the rheumatic fever patient, who 
often must remain in bed for prolonged pe- 
riods. Depending on the individual cir- 
cumstances, the doctor may be able to give 
encouragement regarding the outlook for 
good seizure contro] through drug therapy. 
In many cases, encouragement can be given 
about the possibilities of marriage and 
children. A common query is, “Will I lose 
my mind?” ‘The social therapist, through 
long continued contact with the patient, 
may be the first to hear the expression of 
some of these fears and can guide the 
patient to the physician for the necessary 
interpretation and advice. By consistent 
gathering of objective data through clinical 
check-ups, repeated brain wave records, 
psychological studies and social reviews, 
the doctors can keep patients and their 
families informed of progress and future 
potentialities in terms of the illness. 














The Patient Faces Epilepsy 


At the Children’s Medical Center, our 
program for the social care of patients has 
been underway only a year. The case ex- 
amples discussed in this paper therefore are 
current. Sufficient time has not yet elapsed 
to examine the results of the treatment. 
Epilepsy is a chronic disease and medical 
and social care extend over long periods 
of time. It will be several years before the 
material now being gathered can_ be 
weighed and the results measured. For the 
most part, casework treatment has de- 
pended on the relationship between the 
caseworker and the patient or the patient’s 
family. Through this relationship, patients 
and their families have been enabled to 
examine their own attitudes, to inform 
themselves about the illness situation, and 
to understand the patient’s true limitations. 
The manipulation of the environment 
through the use of appropriate resources 
for schools, camps, employment, clubs, or 
special services, is secondary in the case- 
work treatment of this group of patients. 
The resource can be used effectively by the 
patient and his family only if the illness 
and its implications are clearly understood 
and accepted. 


Institutional Care 


We cannot discuss the problems of the 
epileptic without some mention of that 
significant group, fortunately small in num- 
ber, who, because of poor seizure control, 
mental deterioration, or a combination of 
both, require special facilities for their care. 
Public institutions for the epileptic who 
cannot be managed at home are few. These 
are overcrowded and years may pass before 
admission of the patient can be gained. 
Meanwhile, the implications for the family 
are overwhelming. Some private schools 
for mentally retarded children will accept 
the epileptic, but the cost is so great as to 
make this kind of care prohibitive for the 
majority of patients. Special classes of the 
public schools will accept those children 
with good seizure control. The day classes 
at some state schools for the feeble-minded 
are available under the same conditions. 

However, even with perfect seizure con- 
trol, children who have a history of seizures 
are ineligible for care as boarders at most 
state schools for the feeble-minded. 
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There remains one other group to be 
mentioned. Particularly do we lack special 
resources for the education and training 
of those children who are competent men- 
tally but whose lack of seizure control pre- 
cludes school attendance and participation 
in group activities. On an individual case 
basis, some of the regular resources for 
child guidance, camp care, and character 
building activities are utilized. We look 
forward to the development of resources 
for a constructive institutional program 
for a selected group. 


Conclusions 

In summary, then, expert assistance is 
required for the patient with seizures in 
terms of medical, social, and emotional 
care. As with many other diseases, 
“arrest” of symptoms is a better word to use 
than “cure.” Therefore the epileptic must 
be impressed with the long-time nature of 
the total treatment. Social care, if it is to 
be effective, must be readily available along 
with the medical. There must be oppor- 
tunity for extensive study of all the facets 
of the problem, followed by a planned 
program of social therapy in collaboration 
with existing community resources. Psychi- 
atric services, when indicated, either for 
consultation or for intensive treatment, 
should be provided. Even with this Uto- 
pian approach, the patient with epilepsy 
still faces social and even legal barriers, 
which must be recognized in our thinking. 
It is interesting to note that fourteen states 
in the Union have legislation prohibiting 
the marriage of an epileptic. 

An increased effort toward wider accept- 
ance of the epileptic is, therefore, needed. 
The impetus for this effort is being stimu- 
lated by ever improving medical care. 
Enlightened public attitudes may be ex- 
pected to strengthen casework treatment by 
opening community resources which here- 
tofore have been closed to these patients. 
The elimination of common prejudices and 
superstitions may help patients to face their 
illness as they would any other chronic 
illness, without the feelings of guilt and 
shame now so often present. New horizons 
of hope lie ahead, as we work to fill in a 
mosaic of which the pattern is still 
incomplete. 
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IN THE FAMILY WELFARE ASSOCIATION of 
Montreal a separate department to meet 
the problems of the aged has been in exist- 
ence for the past twelve years. The dif- 
ference in the work of this department 
from casework with younger families, as 
offered in the other departments of the 
agency, lies not in the principles used but 
in the focus of the service. We feel, how- 
ever, that our elderly clients do present 
problems peculiar to their group which 
necessitate special methods in planning 
and treatment. Experience within the 
department and co-operation in research 
with psychiatrists and psychologists in the 
community have emphasized the need of 
greater understanding of the psychological 
problems of old age and have led to experi- 
mentation in meeting the emotional needs 
of our elderly clients. 


Psychiatric Counseling 

Psychiatric counseling has been an im- 
portant tool in our service to the aged, 
in helping the caseworker to understand 
the behavior of the older person, to evalu- 
ate his potentialities, and to give direction 
in planning. The client is seen by the 
psychiatrist in one or more interviews; in 
addition there is frequently an interview 
with the psychologist, during which a 
Rorschach test is given. 

Clients are referred for psychiatric 
counseling after a period of casework 
treatment. Two factors determine the 
selection of clients for psychiatric service. 
First, the degree of emotional and mental 
maladjustment is considered. It is recog- 
nized that some mental deterioration and 
some degree of emotional strain in adjust- 
ing to old age are normal, and problems 
arising from these can usually be handled 
by the caseworker in day-by-day planning. 


1 This department offers casework service both 
to unattached elderly men and woinen and to 
families in which one member is over 60 years 
of age. 





Psychiatric advice is, however, felt neces- 
sary for more severely disturbed clients. 
Second, the need felt by the caseworker 
for guidance and help in planning is a 
factor in determining referrals. A very 
brief social history, including a health 
report and a statement of the present prob- 
lems as seen by the worker, is presented in 
advance to the psychiatrist. 

Preparation of the client has an impor- 
tant influence upon the usefulness and pro- 
ductivity of interviews with the psychia- 
trist and psychologist. Because aged 
people frequently fear new experiences, we 
have found it desirable to spend one or 
more interviews in discussing with the 
client the purpose of the referral and the 
type of questions the psychiatrist will ask 
him, helping him to recall problems he 
has revealed to the worker and suggesting 
that the psychiatrist will be interested in 
these. Immediately after the psychiatric 
interview or the _ psychological testing 
has taken place, many clients like to dis- 
cuss it with the worker with whom they 
have already established a_ relationship. 
This opportunity is offered so that they 
may be reassured by an explanation of the 
issues that have made them fearful or 
confused. To those clients who have some 
insight into their own problems and show 
some interest in the welfare and happiness 
of others, an interpretation is given of the 
research project on old age of which these 
interviews form a part. It has been found 
that such an explanation may lead to fuller 
participation since it satisfies the aged per- 
son’s desire for usefulness. 

The results of the interviews and tests 
are discussed with the psychiatrist and 
worker in relation to specific problems in 
planning with the client. Greater under- 
standing is thus achieved both of the needs 
of the individual client and of the origin 
and development of the problems of the 
aged. 
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Needs of the Aged 

The satisfaction desired by the indi- 
vidual and the methods used to meet his 
needs are fundamentally the same for every 
age group. The elderly person, like the 
child, needs to be loved; he needs oppor- 
tunities to express his desire for inde- 
pendence and ways of filling his need for 
dependence; he needs emotional and 
physical security; he wants to be a living 
part of his own world and to feel that he 
is playing a useful role in it. The eld- 
erly person will meet these needs and 
problems in the way he has met them 
throughout his life. On the whole, the 
pattern of behavior differs little in old 
age, although there may be greater empha- 
sis on certain phases or increased use of 
certain reactions.” 


The caseworker’s methods of meeting 
these needs will be conditioned by his own 
attitudes toward old age. We must remem- 
ber that most of the popular beliefs about 
old age are based on the aged as they are 
seen by the young, not upon the aged as 
they see themselves. Just as, in working 
with the younger client, we must be able 
to identify with him to some degree, to 
show understanding of his problem as he 
sees it, so, with the older client, we must 
learn to see his needs from his point of 
view. This will bring with it some insight 
into his habitual way of thinking and some 
evaluation of his ability to meet his own 
problems. 

It is perhaps more difficult to identify 
with the older client, first, because his new 
experiences and problems are ones that we 
have not yet met ourselves; second, because 
planning with him may involve contact 
with adult children who are nearer the 
caseworker’s age and with whom over- 
identification is easy. A tendency to see 
his problems from their point of view is, 
however, outweighed by the realization 
that the aged person, like every other indi- 
vidual, has a right to the direction of his 


2Helen Hardy Brunot, “Case Work Services 
in a Bureau for the Aged,” Individualized Serv- 
ices for the Aged, Family Welfare Association 
of America, New York, 1941, pp. 13-28. 

8 Ibid. 

4 Margaret B. Ryder, “Casework with the Aged 
Parent and his Adult Children,” The Family, 
November, 1945, pp. 243-250. 
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life according to his abilities, that even if 
the client is physically and to some degree 
mentally impaired, he is capable of co- 
operating in planning in some areas. 

To work with the aged, we feel that the 
caseworker must be convinced of three 
things: 

1. The right of the aged person, as of other 
individuals, to self-determination. 

2. The ability of the aged to achieve some degree 
of adjustment and growth. Old age has its par- 
ticular problems just as adolescence has. To show 
these problems is just as normal as in adolescence, 
and there is an equally good chance in old age of 
working them through successfully. 

g. Old age is as important as any other phase of 
life. It is an active, contributing stage; it is not 
a passive phase when one lies back peacefully and 
allows others to act for one. 


Relationship Problems 

The fundamental problem of many of 
the cases referred to us is that of unsatis- 
factory relationships, particularly within 
the family group. Problems in _parent- 
child relationships are as serious in old age 
as they are in childhood, although they 
tend to be reversed. It has been said that 
while parents are the major problems of 
childhood, children and relatives are the 
complicating factors in old age.5 The con- 
flicts that arise most frequently in 
parent-child relationships concern depend- 
ence and financial, physical, or moral 
responsibility. 

In a research project in geriatrics carried 
out at a local psychiatric hospital, it was 
found that 53.7 per cent of the aged people 
interviewed had contemplated economic 
support from their children but did not de- 
sire it and only 12.2 per cent had accepted 
the idea of financial dependence upon their 
children. Of those interviewed, 85.4 per 
cent rejected the idea of dependence for 
physical care and only 14.6 per cent said 
that they would like to be looked after by 
their children. On the other hand, many 
adult children are unwilling to support or 
care for their parents, either because of 
deep-rooted hostility toward their parents 
built up throughout childhood or because 
it actually interferes with their own 
family life. Refusal to give help for either 


5 Brunot, op. cit., pp. 17-18. 
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cause frequently results in feelings of 
guilt. For example: 

Mrs. F, 65, who for years had worked and main- 
tained herself, became ill and was sent to the home 
of her daughter. The daughter and her husband 
came to the agency for help; they felt that the 
mother was both physically and mentaily sick and 
that her presence in the home had a disturbing 
effect on their two young children. They could not 
afford to contribute toward her care but would 
provide small extra necessities. Upon a doctor's 
recommendation, Mrs. F was moved to a nursing 
home, where she was maintained by the agency 
and she seemed well satisfied. The daughter soon 
began to telephone the caseworker daily to express 
concern about her mother’s health, questioning 
some aspects of the type of care given. There was 
evidence that she felt some guilt at not caring for 
Mrs. F and said frequently, “After all, she is my 
mother.” When, however, Mrs. F requested extra 
clothing and more frequent visits, the daughter 
showed considerable hostility, saying that she had 
never been indebted to her mother for either 
affection or tangible benefits. A poor parent-child 
relationship in earlier life was revealed; the daugh- 
ter had never felt security in dependence upon her 
mother, and now the reversed dependency of Mrs. 
F upon her daughter was acceptable to neither. 
It was necessary to help both Mrs. F and her daugh- 
ter toward some understanding of their attitudes 
toward each other. Some satisfaction for each was 
achieved by controlling the visits and an arrange- 
ment whereby the daughter provided extras for the 
mother when the need was indicated by the 
caseworker. 


Serious marital difficulties in old age 
seldom occur when there has been a good 
adjustment in earlier married life. How- 
ever, early marital problems may lead to 
an intolerable situation in old age. 


The R family has been known to the agency for 
many years. Differences in race, in attitudes, and 
social standards have caused frequent disputes 
between Mr. and Mrs. R throughout their mar- 
ried life. Formerly, however, Mrs. R derived some 
satisfaction from giving her husband almost ma- 
ternal care (she regarded him as an inferior per- 
son), and from working to help maintain the 
home. Mr. R derived satisfaction from his wife’s 
attentions. Now, Mrs. R. is blind and in poor 
health and cannot accept the new role of being 
dependent upon her husband, nor he the burden 
of responsibility for her. More and more fre- 
quently, they are giving overt expression to their 
long-standing hostility and are now, after 50 
years of married life, facing the idea of separation. 
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A relationship that is weak may still be 
maintained in earlier life when physical 
activities and other social contacts serve to 
release the tension of hostility. Age, how- 
ever, with the greater isolation and physical 
limitations that frequently accompany it, 
strengthens the pattern of the relationship 
and the negative attitudes may become so 
pronounced that any adjustment between 
the two partners becomes impossible. 


Employment 

The desire to be useful and needed is 
perhaps the most frequent problem of the 
aged. This involves the question of 
employment. The man of 60 to 70 years 
of age who becomes unemployed may 
sometimes be placed in a hospital job or 
other sheltered employment, but often 
because of health factors or limited work 
experience and skills, placement in a job is 
impossible in old age. It is then neces- 
sary to find some compensatory means of 
helping the man to feel useful. This 
problem arises with nearly all old people. 
Their children are grown up and no longer 
need them, and they cannot continue with 
their work. People tend to relieve them 
of responsibility in order to make them 
comfortable. We frequently meet the 
aged person whose family and acquaint- 
ances believe that he can no longer play a 
useful role. Usually he feels deprived of 
his right to achievement and contribution, 
and punishes society by becoming 
“difficult.” 

It is often possible to help the aged client 
to find some feeling of importance by 
assuming new responsibilities either in the 
home or in the community. For example, 
one elderly client, with both physical and 
mental limitations, who cannot undertake 
regular employment specializes in “clean- 
ing up” the rooms and persons of helpless 
or incapable agency clients. This gives her 
a sense of responsibility and _ satisfaction 
since she considers herself part of the 
agency staff with these particular duties. 


Types of Care 

For older clients, living arrangements 
constitute a problem that stretches beyond 
the boundary of the present housing 
shortage. Some elderly clients, who have 

















Casework with the Aged 


always lived in their own home, are obliged 
finally to give it up because of death of the 
husband or wife or because of financial 
or physical inability to maintain the home. 
Others, who have lived in rooms, prepar- 
ing their own meals, have to be moved 
because of complaints of their inability to 
keep themselves or their rooms clean, or 
because of their peculiarities. There is in 
most communities, as in this, a tradition 
of institutional care for the aged. This 
may be the best plan in some cases; in 
others, more flexible planning for pro- 
tective, nursing, or medical care is prefer- 
able. We realize that the type of care most 
suited to the aged person is dependent 
upon his individual desires, capabilities, 
and capacity for adjustment. The selec- 
tion of the type of care is an individual de- 
cision, involving diagnosis of the needs of 
the particular client. The carrying out 
of the decision is a casework plan, involv- 
ing finding a home suited to the client’s 
needs, helping him to accept placement in 
this particular type of home, and follow-up 
contact to help him adjust to the new 
life.® 

Where the community lacks suitable 
resources for the care of the aged, it may 
fall to the casework agency to interpret this 
need and show the way in which it can 
be filled. Experience with clients in the 
department has led us to the conclusion 
that the group of elderly people for whom 
little provision can be found are those who 
are still capable of caring for themselves in 
rooms but whose physical or financial 
resources are limited. To demonstrate how 
the needs of these older people can be 
filled, our department for the aged is 
undertaking a boardinghouse project. We 
plan to operate a house suitably located for 
shopping and social activities and equipped 
in accordance with the physical limita- 
tions of the aged, which will provide a 
home for twenty to twenty-five elderly 
clients. Each will have his own room anc 
will be able to prepare his own meals and 
look after his own needs. It is hoped that 
this project will be in operation in the very 
near future. 

Selection of the clients for the boarding 
home will be the responsibility of the 


* Brunot, op. cit., pp. 22-27. 


191 


workers in the department for the aged. 
It is felt that they should be elderly people 
of either sex who have the ability to adjust 
to the demands of sharing with others, who 
have a need for companionship but whose 
independence and ability to plan for them- 
selves indicate that they are not suited to 
institutional life. Since these clients will 
be able to participate in community activi- 
ties, no group. recreational program 
will be planned. Facilities will be arranged, 
however, to enable the boarders to pursue 
their own interests, such as carpentry and 
odd jobs for the men, within the building 
—a satisfaction normally denied to the aged 
who live in boardinghouses. Each client 
will continue to have his individual 
caseworker. 

Plans for the boarding home are based 
upon our belief that the aged person 
should be enabled as far as possible to 
continue his normal way of life and main- 
tain his independence. 


Cultural Differences 

The problems arising from cultural dif- 
ferences are not handled in the same way 
as they are with a younger age group. Iso- 
lation, which is one of the main problems 
arising from cultural difference, is perhaps 
the greatest problem of old age. It is the 
chief fear of the client of this group. 
Because of the strengthening of cultural 
patterns throughout the years, there is fess 
hope of adjustment within the majority 
group of the community, and assimilation 
is seldom our aim, as it might be with 
younger clients. Instead, efforts are made 
by our caseworkers to find the client some 
contact within his own cultural group, 
possibly with a church at which his own 
language is spoken, and to maintain him 
in a family of his own nationality, avoid- 
ing an institutional setting in which his 
isolation would be further emphasized. 


Understanding Old Age 

Acceptance by the client of old age and 
of his own physical and mental limitations 
is an important factor in any casework 
plan. It has been pointed out already that 
most of the traditional concepts of old age 
are formed by youth. That means that 
most of our clients formed their ideas 
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about old age during the last twenty years 
of the nineteenth century. It was a time 
when there was an emphasis on production, 
physical endurance, and daring, before the 
awakening of popular interest in recreation 
and hobbies. Consequently, most of our 
clients are ill prepared for life when their 
working days are over. They are apt to 
experience conflict between their own 
established ideas and the possible satis- 
factions they may see in old age.‘ They 
need help in understanding the natural 
slowing-up processes of old age, in accept- 
ing these as normal and planning achieve- 
ments commensurate with their present 
abilities. 

Mrs. G is a client who has difficulty in accept- 
ing old age. She refers frequently to the fact that 
she started work on a farm at the age of 8. (She 
had no education.) Later she did heavy domestic 
work. Now she has difficulty in keeping her small 
flat as spick and span as she desires. The doctor 
has told her that she has a heart condition and 
must rest but she feels she may as well die. She 
is, however, beginning to realize that some of her 
skills are unimpaired. Recently she partially paid 
for a new coat by making rugs and selling maga- 
zines. She is a lonely woman and one whom we 
hope to place in our boardinghouse so that she 
may have an opportunity of comparing her achieve- 
ments with those of her own contemporaries instead 
of her former self. 


Interpretation of the needs of the aged to 
the family and to the community is part of 
the work with most aged clients. Lillien 
Martin ® quotes the social worker who vis- 
ited an elderly, well-cared for client and 
remarked to her, “What a lovely soft chair 
they've given to you,” to which the client 
replied bitterly, “Yes, and I’m rocking my- 
self to death in it!” The worker’s remark is 
symbolic of the desire of well meaning peo- 
ple to make the aged comfortable and of 
the misdirection of their aims. It is often 
difficult to understand that the things that 
appear best for the aged person are the 
things that will most hurt his sense of 
independence. We saw this in the case of 
Mr. and Mrs. M, an old Scottish couple. 

Mrs. M suffered a fall in the winter and was 
taken to a hospital. It was found that in addition 

7 Brunot, op. cit., p. 16. 

8 Lillien J. Martin, A Handbook for Old Age 


Counsellors, Old Age Counselling .Center, San 
Francisco, 1944. 
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to an injured arm, she had a chronic bronchial 
condition. Just before her discharge, the medical 
social worker visited the home and found it dirty 
and neglected. Mr. M was frail and showed some 
signs of senility. Obviously, he and his wife were 
unable to care for themselves adequately. They 
were referred to us with the recommendation otf 
placement in an old people’s home. Friends of 
the family and the landlord also thought that 
they should be institutionalized. The idea had 
already been proposed to Mr. and Mrs. M, and 
neither could accept the plan of leaving their home 
and of the separation involved in admission to 
this institution. Considerable interpretation was 
needed to all the people interested to persuade 
them that provision for occasional help in the home 
and financial aid to ensure adequate heating and 
food, although not greatly ameliorating the M’s 
condition, was preferable to the physical security 
of institutional care, which would deprive them ot 
all the things that meant most to them—their 
independence, their home, and each other's 
companionship. 


Differences in Casework with the Aged 

Experience in working with elderly 
clients has shown that the problems of the 
aged are similar to those met in any other 
age group. The principles and tools used 
in treatment are the same. Difference lies 
only in the degree to which they are used 
with this particular group and in the focus 
of treatment.® 

With the aged, there is perhaps a greater 
limitation in the areas in which treatment 
is attempted. This is partially because 
behavior patterns are more rigidly set and 
readjustment is a slower process in old 
age; partially because the elderly client has 
frequently used certain compensatory 
mechanisms which may not be entirely ade- 
quate but do permit him to carry on. Un- 
covering the original need at this stage 
might render him totally insecure and 
unable to function as adequately as before. 
Because of the need for limitation and 
clear focus, a precise diagnosis and a care- 
ful evaluation of planning in the light of 
social, medical, and psychological factors 
are necessary. For this reason, psychiatric 
counseling is particularly valuable in work- 
ing with the aged. 

9 Charlotte Towle, Common Human Needs, 


Social Security Board, U. S. Government Printing 
Office, Washington, 1945, p. 71. 
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Since treatment is attempted in limited 
areas, considerable flexibility is necessary 
in planning within these areas, for example, 
in budgeting and in methods of arranging 
care. 

There is also greater flexibility in the 
caseworker-client relationship. Obviously, 
the professional relationship is basically the 
same when dealing with any group. It is 
dependent upon the client’s need and the 
caseworker’s ability to give the service 
required. Just as, in working with a child, 
the caseworker may temporarily become 
the mother-person, so with the aged, the 
caseworker may become a daughter-person, 
filling the elderly client’s need for depend- 
ence and understanding. In this way, the 
client may use the worker to avoid unac- 
ceptable dependency on his children. This 
role, however, is likely to persist through- 
out the relationship, for it is seldom pos- 
sible to work toward transference to some- 
one in the client’s primary group. In a 
number of instances, service to our elderly 
clients consists of preparation for commit- 
ment to a mental institution or of arrang- 
ing terminal care. In such situations, the 
caseworker may become the all-important 
person in the client’s eyes. The relationship, 
which becomes highly personalized to the 
elderly person, must be handled with pro- 
fessional skill in order to give him the 
greatest security. 

Movement is slower in casework with the 
aged than with many other groups. Be- 
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cause of the normal slowing-up process of 
the individual, which is frequently accom- 
panied by physical or mental handicaps, 
growth is gradual and limited. We believe, 
however, that certain strengths remain 
which can be used, and change, although 
slow, is achieved. 


Fundamental Principles 

The fundamental principles of casework 
are applicable in work with the aged as 
with any other group. We must give recog- 
nition to the fact that the individual func- 
tions best when encouraged to assume the 
fullest responsibility of which he is capable 
at this time. This implies for the case- 
worker the need for diagnostic skills in 
recognizing the capabilities and evaluating 
the strengths of the aged person. It 
involves the acceptance of some regression 
and the other problems normal to old age 
but, with this, the belief that elderly per- 
sons have both the right and the ability in 
varying degrees to plan their own lives.?®. 
In treatment, it involves the interpreta- 
tion of the needs and outlook of the aged 
both to the community and to the family. 

We feel that the basis of adequate case- 
work service to the elderly client is an 
understanding of the psychological factors 
in the aging process, combined with a 
knowledge of the emotional needs and 
behavior patterns of the individual client. 


10 Ryder, op. cit., p. 249. 
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Preventive Casework 


IN our leading article, “A Group Educa- 
tional Approach to Child Rearing,” Dr. 
Marianne Kris gives a positive answer to a 
technical casework question of considerable 
current interest. In her opinion, casework 
has the opportunity of extending its tradi- 
tional service of giving help to the dis- 
tressed individual and family to include a 
broader program of prevention. 

The proposal to develop a casework 
educational program has come from vari- 
ous sources—from educational groups, 





psychiatry, and casework itself. The idea 
is not entirely new. For many years case- 
workers have participated in various com- 
munity groups, giving occasional talks to 
groups of parents or adolescents, or, at 
times, assuming leadership for a series of 
discussions. 

The potential contribution casework 
might make to family life education was 
recognized by the Committee on Current 
and Future Planning of the Family Service 
Association of America. In its report (is- 
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sued in June, 1946) the committee states, 
“... the family agency has accumulated and 
is continuing to assimilate a vast range ol 
knowledge about personal attitudes, en- 
vironmental factors, and social require- 
ments that make for sound and satisfying 
family life. This knowledge has been ap- 
plied to the diagnosis and treatment of the 
individual situation, family by family. 
While this should continue to be the major 
focus of the family agency, there is pressing 
need for it to move on into the field of 
generalized family life education.”  Al- 
though there has been considerable interest 
expressed in the possibilities of such educa- 
tional activities, the interest has not, to 
date, been translated into many agency 
programs. Except for the projects men- 
tioned by Dr. Kris, and a few projects spon- 
sored by family agencies and mental 
hygiene units, preventive casework re- 
mains largely in the area of theory and 
formulation. 

Obvious practical issues must be met by 
agencies and staffs before experimental 
work can proceed on a sound basis. Work- 
ers who are to engage in such projects 
should not only be well qualified casework- 
ers but should also have special preparation 
for the particular undertaking. In another 
Journat article, “Experiment in Preventive 
Casework,” ! Miss Cason outlined the de- 


1 Dorothy Cason, “Experiment in Preventive 
Casework,” JOURNAL OF SociaL Casework, April, 


1947, P- 137: 
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tails of the group preparation which the 
Miami Family Service staff engaged in as 
a preliminary step in its project. The ques- 
tion of allocating a portion of staff time to 
an educational program must also be met 
realistically by agencies if the work is to 
have professional status and the requisite 
continuity. Unless based on a_ secure 
structure these experimental endeavors 
would run the risk of superficiality and 
dilettantism. 

As Dr. Kris has so aptly said, it is neces- 
sary to establish a “procedure to establish 
procedures.” One procedure we should 
like to suggest is the careful recording of all 
projects. Accurate records of a group expe- 
rience—the make-up, the problems under 
discussion, the attitudes expressed or mani- 
fest, the nature or degree of participation 
by members and leader, the shifts of feel- 
ing, the changes in reactions, behavior, and 
patterns of living—would be important not 
only as a guide to the leader during the 
project but as a basis for subsequent ap- 
praisal and study. Only as such a body of 
literature develops out of experience will 
real evaluation of such services be possible. 
Just as the sharing of recorded experience 
las been the means of developing casework 
techniques, so will careful documentation 
of experimental projects provide the tech- 
nical base for developing skills in preven- 
live services. 

The Journav will welcome articles that 
will add to the limited literature in this 
experimental field. 


Book Reviews 


EMOTIONAL MATURITY: Leon J. Saul, M.D. 338 
pp-, 1947. J. B. Lippincott Co., Philadelphia, or 
the JOURNAL OF SocIAL CASEWORK. $5.00. 


This book is considered by the author a primer 
for further psychiatric reading. It is felt, how- 
ever, that this is an understatement in that he 
brings together a multitude of facts and concepts 
from his own extensive psychoanalytic, social work, 
and military experiences in such an organized 
fashion as has not been done heretofore. This is 
particularly true of the second part of the book, 
“Emotional Forces in the Development of Person- 
ality,” in which there are whole chapters on sub- 





jects ‘ike “Independence and Dependence,” “Hos- 
tility and Violence,” “A Grasp of Reality,” “Per- 
sistence of Childhood Patterns,” and so on. Many 
of us allied to social work and the psychotherapies 
have been looking for such condensation of the 
more involved psychological mechanisms of which 
the above are the important by-products and with 
which we work daily with our clients. 

Dr. Saul illustrates his points well with short, 
pertinent case material carefully chosen but not 
necessarily oversimplified. In the first part of the 
book, entitled “Emotional Development in Preven- 
tive Psychiatry,” he indicates that the emotional 
development in many individuals is disturbed by 
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neurotic symptoms only when under the most 
severe and prolonged duress. These highly reactive 
cases are seen mostly in civilian life by social 
agencies and in military life by military 
psychiatrists. 

In his third section, ““The Nature of Neurosis,” 
he uses particularly his experiences in military 
service where the case material, as in any type of 
traumatic neurosis, brings sharply into focus the 
problems of specific emotional vulnerability, hos- 
tility, and guilt, and the interaction of fight and 
flight. His concluding remarks on this section 
indicate that the critical factor remains the undue 
preponderance of untoward childhood reactions 
which have either persisted from early years or 
have been mobilized by and reacted to by the 
present overwhelming emotional stress. Therefore, 
he looks on the present environment as a reaction- 
ing mechanism to the essential core of the neurosis. 

The fourth and last part of the book deals with 
“The Dynamics of Peisonality” and serves as a re- 
view of mental mechanisms in their development 
along psychoanalytic lines. In his attributes of 
emotional maturity he lists and discusses the de- 
pendency-independency ratio, the give-get balance, 
freedom from inferiority feelings, egotism and com- 
petitiveness, training and conscience, integrated 
sexuality, creative aggressiveness, a firm sense of 
reality, flexibility and adaptability, and so on. He 
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realizes that we all should approach this definition 
of maturity as an ideal in the quantitative sense 
and that essentially the mature individual enjoys 
his emotional maturity. Whenever possible, he at- 
tempts to clarify personality concepts such as over- 
determination of symptoms, heterogeneity of the 
personality, specific emotional vulnerability, and so 
on. Dr. Saul finally makes the plea for an attempt 
at methods of measurement of the factors which in 
their interplay produce emotional disturbances. 
From every point of view this book is highly 
recommended. It is, in fact, one of the few books 
that deal with material from diverse psychiatric 
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schools without becoming contentious. Written 
with great idealism, it shows the interplay between 
individual behavior patterns and group behavior 
patterns. 
SAMUEL FUTTERMAN, M.D. 
Mental Hygiene Clinic 
Veterans Administration 
Los Angeles, California 


THE PRACTICE OF GROUP THERAPY: S. R. Slav- 
son, Editor. 271 pp., 1947. International Uni- 
versities Press, New York, or the JOURNAL OF 
SoctAL CASEWORK. $5.00. 

The purpose of this book is to describe the appli- 
cation of various types of group therapy to emo- 
tionally disturbed, socially maladjusted, and mental 
patients as they are found in the general practice 
of psychiatry and psychotherapy. Part I deals with 
the general consideration of Group Therapy, Part 
II with a special type known as Activity Group 
Therapy, and Part III with Interview Group 
Therapy. The authors—psychiatrists, psychiatric 
caseworkers, group therapists, and psychologists— 
describe the manner in which group therapy can 
be used to give the patient a means to reintegrate 
his personality, reshape his attitudes, and deal with 
his life in new ways. 

Into Activity Groups go people with varying 
problems so that they can help each other to over- 
come specific difficulties; thus, withdrawn and 
aggressive patients help one another. The aim is 
to establish group balance. On the other hand, in 
Interview Groups, patients with a similar psy- 
chological syndrome, who have similar personality 
problems and are more or less of the same social 
and intellectual level, are most helpful to one 
another, even though their symptoms may differ. 
The aim of Interview Group Therapy is to develop 
in the patient insight into his problems and feel- 
ings and to give him some understanding of the 
causes of his behavior and attitudes. 


Therapy groups must be specially planned since 
psychotherapy involves more or less permanent 
modification within the personality itself, which 
may reduce the anxiety, hostility, and aggression 
that originally caused the individual cither to with- 
draw from or defensively to attack people. Such 
permanent modification cannot be effected by either 
group discussion or by manipulating a group set- 
ting, even though they help in satisfying needs and 
in reducing tensions. 

Group psychotherapy is a special application of 
the principles of individual treatment to two or 
more persons simultaneously, which brings also into 
the situation phenomena and problems of inter- 
personal relationships. The techniques are closely 
allied to casework and the dynamics are those found 
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in individual therapy: (1) transference relation- 
ships; (2) catharsis; (3) insight and/or ego 
strengthening; and (4) reality testing. 

For a caseworker in a social service agency, the 
section on Activity Group Therapy is particularly 
valuable, since it deals with the treatment of pri- 
mary behavior and character disorders in children. 
The Interview Group Therapy, as described, is con- 
ducted primarily by doctors and not by caseworkers, 
although there are some exceptions when the clin- 
ical team of psychiatrist, group therapist, case- 
worker, and psychologist work together. At a time 
when the use of group therapy as a treatment tool 
is becoming more and more prevalent in child 
guidance clinics, mental hospitals, and other agen- 
cies, this book is both practical and helpful. 

HArRIET C. MONTAGUE 
Children’s Service Center 
Charlottesville, Virginia 


FREUD: ON WAR, SEX AND NEUROSIS: Sander 
Katz, Editor. 288 pp., 1947. Arts and Science 
Press, New York, or the JOURNAL OF SOCIAL 
CASEWORK. $3.00. 


In his preface Paul Goodman states, 


This selection of out-of-print and unavailable 
essays was made by the editor according to the 
following criteria: that everything be important, 
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and intelligible to the non-technical reader, and 
that the collection must indicate the range of the 
application of psychoanalysis, from clinical medi- 
cine through anthropology to general problems of 
politics, morals, and education. 


With regard to these criteria, the papers of Freud 
presented in this book are well chosen. But their 
inner relationship to one another is rather loose, 
and only some of them serve well as an introduc- 
tion to the science of psychoanalysis. The papers 
are selected from Freud’s writings in the years 
1905-1917. The editors characterize this period by 

. the application of the full-blown psycho- 
analytic technique and theory to empirical cases 
and the empirical data of anthropology and com- 
mon experience.” 

Needless to say, all the papers are fascinating 
reading for anyone who is interested in psycho- 
analysis, who has grasped its basic principles and 
overcome some of the initial resistance against 
the acceptance of Freud's science. Acquaintance 
with the basic psychoanalytic principles is a pre- 
requisite for a really profitable reading of this 
book. To the social worker equipped with this 
prerequisite of basic knowledge, this book is rec- 
ommended as highly as any other edition of Freud's 
writings. 

Ricnarp StTerBa, M.D. 
Detroit, Michigan 








UNIVERSITY OF PITTSBURGH 
School of Social Work 
PROFESSIONAL EDUCATION 


for men and women 


Leading to the Master of Social Work 
and to the Doctor of Social Work 


Generic Program and Specifications in 


Social Case Work 
Social Group Work 
Social Inter-Group Work 
Social Research 


The next section of the Advanced Psychia- 
tric Program on the doctorate level in cooper- 
ation with the Winter V.A. Hospital and the 
Menninger Foundation will begin July 1948. 








THE NEW YORK SCHOOL OF 
SOCIAL WORK 
Columbia University 


Fellowships 1948-49 


Marian Paschal Public Welfare Fellow- 
ship: Stipend of $600 for tuition and 
$1125 for maintenance for a three-quar- 
ter (nine months) program of study. 
Competition open to candidates between 
21 and 35 years of age who meet the 
regular admission requirements, who have 
had at least one year of successful practice 
in the field of public welfare, and who will 
return to practice in states where profes- 
sionally trained social workers are limited. 
— accepted through June 1, 


Porter R. Lee Memorial Fund—School: 
Loan-grant fellowships to help practicing 
social workers gain further training. Pref- 
erence will be given to social workers 
practicing in states where the number of 
professionally trained workers is limited. 
Applicants must be eligible for admission 
to the School on a graduate basis. Appli- 
cations accepted through May 15, 1948. 


For application blanks and further details 
address the School. 


122 East 22nd St. New York 10, N. Y. 
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Personnel Vacancies 


Vacancies: are listed alphabetically by state, and 
by agency and city within the state. Rates for 
classified advertising are 10 cents per word; for 
larger type or display form, $6 per inch; minimum 
charge, $2.50. Closing date is 5th of month preced- 
ing month of issue. Box-number service is not 
available. 





CASEWORKERS 


Openings for experienced or inexperienced 
workers with two years graduate training in 
social work. Agency provides both family case- 
work and foster home care. Professional staff of 
59. Salary range $2700 to $3240. Five weeks 
vacation. Write Family & Children's Agency, 
1010 Gough St., San Francisco 9, Calif. 











CASEWORKER. Opening for professionally trained case- 
worker. Duties include maximum case load of 35 and intake. 
Starting salary $2400-$3000, depending on experience. Write 
Family Service Society, 242 Reef Road, Fairfield, Conn. 





TWO CASEWORK OPPORTUNITIES in non-sectarian family 
agency. Professional staff of fourteen. Good personnel 
policies; limited, varied case loads; strong supervision. 
Position for person just completed training is good oppor- 
tunity to develop sound casework skills. Position for person 
with training and some experience offers combination com- 
munity responsibility in district office, interesting casework 
practice, and student supervision. Write, giving training 
and experience. Perry B. Hall, Family Service Society, 36 
Trumbull Street, Hartford 3, Conn. 





CASEWORKER. Professionally qualified and experienced for 
stimulating work with children in a family agency program. 
Psychiatric staff consultant. Excellent salary. Jewish Family 
Service, 152 Temple St., New Haven 10, Conn. 





CASEWORKER. Professionally trained; diversified case load; 
opportunity to pursue special interest. Salary range $2400 to 
$3600. 

SUPERVISOR. Professionally trained; experienced. Salary 
range up to $4200. 

Write Family Service Society, 105 Forrest Avenue, NE., 
Atlanta 3, Georgia. 





CASEWORKER. Opening for professionally trained person 
of advanced agency classification. Experience of at least 
2 years in private family agency. Duties include regular case 
load and may work with student supervision. Salary range 
$3480 to $4080. Write United Charities, 123 W. Madison St., 
Chicago 2, Illinois. 





2 CASEWORKERS 
Woman—for district service. Professionally trained. Suffi- 
cient experience and skill to qualify for agency's advanced 
caseworker classification. 
Man—to work with adult offenders in penal institutions and 
selected load after release. Must be skilled caseworker, 
and able to carry some responsibility for interpretation of 
casework to institutional personnel, as well as for community 
relationships in this field. Will work under supervision. 
Advanced caseworker's salary range $300-$345 per month. 
Write Jewish Family and Community Service, 231 South 
Wells St., Chicago 4, Illinois. 
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CASEWORKER. Immediate opening in established family 
agency. Supervision under psychiatric social worker. Re- 
cently revised written personnel statement available. Gradu- 
ate training required. Experience highly desirable. Salary 
range $2400 to $3300. Address Barbara Bailey, Executive 
Secretary, Family Service, 313 Citizens Building, Decatur, 
Illinois. 





CASEWORKERS professionally trained. Inexperienced but 
fully trained begin at $2700. Inexperienced, one year 
trained, $2400. Additional allowance for experience follow- 
ing training. Liberal financial assistance to agency em- 
ployees while completing training. Excellent personnel 
practices. Write Family and Children's Service, 313 South- 
east Second St., Evansville, Indiana. 





CASEWORKER experienced in family and children's work, 
especially in the latter field, for a small multiple function 
agency. Opportunities for supervision, community and 
group-casework activities. Salary up to $3800. Write Jewish 
Social Services, 412 Pennway Building, Indianapolis 4, 
Indiana. 





CASEWORKER. Opening in private family and children's 
agency for caseworker with MSS degree, experience in family 
or child placing agency, with ability to drive a car. Duties 
include family service, child placing, foster home super- 
vision. Salary dependent on experience. Write: Children's 
Aid Society of Baltimore County, Inc., 105 E. Joppa Road, 
Towson 4, Maryland. 





CASEWORKER. Opening for professionally trained case- 
worker—suburban Boston—about July |. I-3 years expe- 
rience in family service field desirable. Salary commensurate 
with that of family agencies in Boston area. Write or 
telephone Waltham Family Service, 680 Main St., Waltham, 
Mass. (Member of FSAA.) 





CASE SUPERVISOR. Opening for professionally trained 
experienced caseworker with some supervisory experience. 
Staff of six professional caseworkers. Excellent personnel 
practices. Duties include direction casework program, super- 
vision of four caseworkers. Beginning salary $3600-$4000. 
Write Family Service Association, 5 Lyon Street, N.W., 
Grand Rapids 2, Mich. 





CASEWORKER. Opening for professionally trained case- 
worker to carry general family case load with opportunity 
to develop special projects. Agency has good personnel 
policies, congenial staff. Salary depends on applicant's 
training and experience; minimum $2400. Write Family 
Service Society, 300 Moore Memorial Bldg., Duluth 2, Minn. 





SUPERVISOR. Opening as supervisor of family service 
in multiple function agency with total professional staff of 
10. Opportunity for special administrative and community 
projects. Write Callman Rawley, Jewish Family and 
Children's Service, 404 South 8th St., Minneapolis, Minn. 





CASEWORKER. Opening for professionally trained case- 
worker in family service. Beginning salary for worker without 
experience $2700. Write Jewish Family and Children's 
Service, 228 Citizens Aid Building, Minneapolis, Minn. 





TWO OPENINGS for trained caseworkers. Salary range 
$2400 to $3780. Complete personnel practices; psychiatric 
consultation; limited case loads. Write Family Service 
Society of St. Louis County, 107 South Meramec Ave., 
Clayton 5, Mo. 
































